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HHSC Contract No. 529-16-0132-00006-B 
Amendment No. 2 ~ Renewal 
Healthy Texas Women Grant Program 


The Health and Human Sei'vices Commission ("HHSC", "Contractor", or "System Agency") and 
The Heidi Group ("Contractor" or "Grantee"), having its principal office at 109 S. Hairis Street, 
Ste. 210, Round Rock TX 78664 (each a “Party” and collectively the “Parties”) desire to amend 
the Healthy Texas Women Grant Program contract ("Conti'act") with the terms and conditions 
contained herein ("Amendment"). 

Whereas, the Parties desire to exercise the first renewal option contained in Conti'act Section 
III. Contract Period and renew the Contract for the period September 1, 2017 thi'ough August 
31,2019; 

Whereas, the Parties desire to modify Contract Section IV. Statement of Services to be 
Provided as described herein; and 

Whereas, the Parties desire to modify Contract Section V. Contract Not-to-Exceed 
Amount and Payment Processes by adding funds to the Contract for the performance of 
services during die teim of tliis Amendment. 

Now, Therefore, the Parties hereby amend and modijfy the Conti'act as follows: 

1. Section m of the Conti'act, Contract Period, is hereby deleted in its entirety and 
replaced with the following: 

This Am endment will be effective on September 1, 2017, or upon the signature date of 
the last Party to sign the Amendment, whichever occurs later. The Conti'act shall 
terminate on August 31, 2019, unless it is renewed or terminated pursuant to the teims 
and conditions of the Conti'act. The System Agency reserves the option to renew tlie 
Contract for up to one additional two-year term. 

2. Section IV of the Contract, Statement of Services to be Provided, is hereby 
modified as follows: 

A. The following foims are added to Attacliment B ~ Conti'actor's revised Progi'am 
Foims: 

Form C-1: Contact Person Infoimation; 

Form K-l-l(a): Cunent Clinic Infoimation; 

FormI-1: Work Plan; 

FormL“l: Staff Development Plan; and 
Healthy Texas Women Certification 

B. The foims in subpai'agraph 2A, above, are attached hereto and incorporated herein 
by this reference and supersede the corresponding foims contained in either 
Attachment B of the Conhact or Attachment D of the Contract. All program foims 
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contained in either Attacliment B or Attacliment D of the Contract that are not 
modified in this Amendment will continue in full force and effect throughout the 
duration of this Amendment. 

C. The Healthy Texas Women Certification must be executed for each state fiscal year 
(September 1st through August 31st) during the Amendment. Contractor's 
recertification for September 1,2018 tlnough August 31,2019 ("Fiscal Year 2019") 
will not require a contract amendment. However, a new Healthy Texas Women 
Certification is required to be executed before September 1, 2018, in order for 
Contractor to seek payment for seiwices perfoiined in Fiscal Year' 2019. 

D. The last sentence of Section IV is deleted in its entirety and replaced with the 
following language: 

Contractor shall provide Healthy Texas Women Program services to 50,610 
Unduplicated Clients in Fiscal Year 2018 (September 1, 2017 through August 31, 
2018) and 50,610 Unduplicated Clients in Fiscal Year 2019. 

3. Section V of the Contract, Contract Not-to-Exceed Amount and Payment 

Processes, is hereby deleted in its entirety and replaced with the following language: 

A. The total amount of this Amendment shall not exceed $3,299,062 for the cost 
reimbursement portion of the Healthy Texas Woman Program as described in the 
budget documents contained in Foims F et seq., which are attached hereto and 
incorporated herein by this reference. These budget forms replace the forms 
contained in Attachment C of the Contract. The not-to-exceed amount for Fiscal 
Year 2018 is $1,649,531 and the not-to-exceed amount for Fiscal Year 2019 is 
$1,649,531 . The total not-to-exceed amount for the Contract is $4,948,593 . 

B. The Contract will be paid on a cost reimbursement basis as described in Section 2.7 
of the Healthy Texas Women Open Enrollment, ATTACHMENT A. 

C. This Contract is contingent upon the continued availability of funding. If funds 
become unavailable during the term of the Contract, the System Agency may 
terminate this Contract without penalty. 

D. HHSC may increase or decrease funds during the term of the Contract based on 
Contractor's performance during the term of the Contract, which will be 
incorporated into this Contract by a subsequent amendment. 

E. Notice to Proceed: 


(i) Contractor may not begin Work or ineur any expenses until: 

(a) it reeeives the System Agency's Notice to Proceed (NTP); and 

(b) this Amendment is effeetive as stated in Paragraph 1, above. 
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(ii) The NTP may include a request for an amended budget due to a revised budget 
amount, which will be incorporated into this Contract by a subsequent 
amendment. Any Work performed prior to the occuixence of the requirements 
contained in subparagi'aphs (i)(a) and (i)(b), above, shall be at Contractor's sole 
risk. 

(iii) Contractor agrees that it will revise its budget documents as directed in the 
NTP within the timefiame specified in the NTP or, if no time is specified in 
the NTP, within ten (10) business days fi'om the date of the NTP. 

4. Except as amended and modified by this Amendment No. 2, all teims and conditions of 
the Contract, as amended, shall remain in full force and effect. 

5. Any further revisions to the Contract shall be by written agi'eement of the Parties. 


[THE REMAINDER OF THIS PAGE IS INTENTIONALLY LEFT BLANK] 


Page 3 of 4 










DocuSign Envelope ID: 840FCCEA-8DD5-427C-82B2-354C3A7B2232 


Signature page for Amendment No. 2 
HHSC Contract No. 529-16-0132-00006-B 


The Parties have executed this Amendment in their capacities as stated below with authority to bind 
their organizations on the dates set forth by their signatures. 


System Agency 


Grantee 



Date of Execution: 


8/30/2017 I 8:01 PM CDT 


Date of Execution 







The following attachments are attached hereto and incorporated herein by 
reference: 

Attachment B - Contractor's Revised Program Forms 

> FormC-1; Contact Person Information 

> Form K1-1(a): Current Clinic Information 

> FormI-1: Workplan 

> FormL-1: Staff Development Plan 

> Healthy Texas Women Certification 

Attachment C ~ Contractor's Revised Budget Documents 
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Attachment B - Contractor’s Revised 

Program Forms 
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FORM C-1: CONTACT PERSON INFORMATION 
Legal Business The Heidi Group 

Name of Contractor: 


1. This form provides information about the appropriate contacts in the Contractor’s 
organization. 

2. Mark N/A if a contact does not apply to your agency. 

3. ALL phone numbers should be a direct line to the designated individual. 

4. If Medical Director or Program Director has changed since the FY17 original contract, attach resume(s). 

5. if Medical Director has changed or his/her Medical License has expired or will expire by 08/31/17. please 
attach new Texas Medical License or add a note as to when it will be renewed. NOTE: Contractor must 
submit renewed license to HHSC. The contract will not be amended to reflect the submission of a 
renewed license; however, the renewed license wilt be maintained in the contract file. 


Cotitabts 


Billing Contact 


Executive Director 

Last Name: 

Everett 

Last Name: 

Everett 

First Name: 

Carol 

First Name: 

Carol 

Salutation: 

Mrs. 

Salutation: 

Mrs. 

Title: 

CEO/Director 

Title: 

CEO/Director 

Email: 

cersheidigrouD.ore 

Email; 

ceraheidierouD.org 

Phone; 

512-255-2088 

Phone: 

521-255-2088 


Financial Director 

Medical Director 

Last Name: 

Anderson 

Last Name: 

Johnson 

First Name: 

J. Dwavne 

First Name: 

Noreen 

Salutation: 

Mr. 

Salutation: 

Dr,- 

Title: 

CFO 

Title: 

Medical Doctor 

Email: 

idanderson(5) idacoal.com 

Email: 

nziohnsonfShotmaii.com 

brazosmedicaKShotmail.com 

Phone: 

512-481-9506 

Phone: 

979-764-4043 

Primary Program Contact 

Quality Assurance Contact 

Last Name: 

Everett 

Last Name: 

Everett- 

First Name: 

Carol 

First Name: 

Carol 

Salutation: 

Mrs. 

Salutation: 

Mrs. 

Title: 

CEO/Director 

Title: 

CEO/Director 

Email: 

ce (She id igrouD.org 

Email: 

ce(S)heidigrouD.org 

Phone: 

512-255-2088 

Phone: 

512-255-2088 
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FORM K-1-1(a): CURRENT CLINIC INFORMATION 

Legal Business Name The Heidi Group 
of Contractor: 


Below is the clinic site information that we currently have on file for your Agency’s Healthy 
Texas Women contract. 

Please verify each line. 

A. Check the box if the information is correct; X All is correct 

B. Strik e through if information is incorrect or if a clinic site will no longer provide 
Healthy Texas Women program services; 

C. Make any corrections in red; 

D. If a new clinic site is proposed to be added, add the information in red. 

SEE ATTACHED 'ORIGINAL CONTRACTOR CLINIC LIST' & MAKE CHANGES ON NEW 
EXCEL SHEET 


FY18 & FY19 Flealthy Texas Women Program Renewal 
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Agency Name 

Clinic Name 

TPI 

NPI 

Address 1 

Address 2 

City 

Zip Code 

County 

HSR 

Clinic Phone Number 

Clinic Appointment Line 

Clinic Fax Number 

The Heidi Group 

Bryan Medical Associates 

08877428 

1346603685 

4112 E. 29th Street 


Bryan 

77802 

Brazos 

7 

979-764-4043 

979-764-4043 

979-694-2175 

The Heidi Group 

Christy Scoggins Family Clinic 

163217616 

1760477632 

1712 Hwy 1431W 

Suite B 

Marble Falls 

78654 


7 

830-637-7761 

830-637-7761 

830-637-7760 

The Heidi Group 

Community Wellness Clinic 

18986201 

1902269715 

201 Enterprise Row 

Suite 12 

Conroe 

77301 

Montgomery 

6/5 

936-760-2784 

936-760-2784 

936-760-1950 

The Heidi Group 

Dr. Ellud Acevedo MD 

123398305 

1609881044 

1405 Jacaman Rd 

Suite 101 

Laredo 

78041 

Webb 

11 

956-725-1777 

956-725-1777 

956-725-6510 

The Heidi Group 

Health 4U Clinic Fort Worth 

218470701 

1073821500 

3825 Yucca Ave 

Suite 129 

Fort Worth 

76111 

Tarrant 

3 

817-759-2273 

817-759-2273 

817-759-2276 

The Heidi Group 

Health 4U Clinic Arlington 

218470701 

1073821500 

1321 E Pioneer Pkwy 


Arlington 

76010 

Tarrant 

3 

817-759-2273 

817-759-2273 

817-759-2276 

The Heidi Group 

Health Now Family Practice 

342658701 

1922142181 

1700 N Hampton Rd 

Suite 105 

Desoto 

75115 

Dallas 

3 

972-228-6602 

972-228-6602 

972-228-6619 

The Heidi Group 

Hillside Family Health Clinic PA 

288982601 

105364472 

7130 Bell Street 


Amarillo 

79109 

Randall 

1 

806-373-4010 

806-373-4010 

806-331-6373 

The Heidi Group 

Life Choices Medical Clinic 

pending 

1871966135 

3234 Northwestern 


San Antonio 

78238 

Bexar 

8 

210-543-7200 

210-543-7200 

210-647-9825 

The Heidi Group 

Tenison Women's Health Center Garland 

156721602 

1265462865 

5505 Broadway Blvd 

Suite B 

Garland 

75043 

Dallas 

3 

214-703-6527 

214-703-6527 

214-703-6514 

The Heidi Group 

Tenison Women's Health Center Terrell 

156721602 

1265462865 

617 W Moore Ave 

Suite B 

Terrell 

75160 

Kaufman 

3 

972-563-8100 

972-563-8100 

972-563-2684 

The Heidi Group 

Women's Health Care Center 

156721606 

1265462865 

2914SBuckner 

Suite B 

Dallas 

75227 

Dallas 

3 

214-275-5256 

214-275-5256 

214-275-5284 

The Heidi Group 

Treat Now Family Clinic Arlington 

319895401 

1225373244 

2916 Kraft Street 

Suite 60 

Arlington 

76010 

Tarrant 

3 

817-633-3400 

817-633-3400 

817-633-3401 

The Heidi Group 

Treat Now Family Clinic Mineral Wells 

319895401 

1225373244 

108 A SW 6th Ave 


Mineral Well 

76067 

Palo Pinto 

3 

940-468-4061 

940-468-4061 

940-468-4063 

The Heidi Group 

Tyler Family Circle of Care 

311152801 

1144575820 

928 N Glenwood Blvd 


Tyler 

75702 

Smith 

4 

903-535-9041 

903-535-9041 

903-533-0726 

The Heidi Group 

Valley Women's Care PLLC 

188673101 

1578684726 

1900 S Jackson Rd 

Suite 4 

McAllen 

78503 

Hidalgo 

11 

956-971-9930 

956-971-9930 

956-971-9934 

The Heidi Group 

Tyler Family Cirice of Care 

Applied 

1144575820 

1001 N. Palestine Street 


Athens 

75751 

Henderson 

4 

903-535-9041 

903-535-9041 

Pending 

The Heidi Group 

Tyler Family Circle of Care 

311152801 

1144575820 

510 East Commerce Street 


Jacksonville 

75766 

Cherokee 

4 

903-541-2700 

903-541-2700 

903-541-2700 

The Heidi Group 

Michael A. McFarland M.D. 

360085015 

1407934797 

1105 Oak Street 

Suite A 

Jourdanton 

78026 

Atascosa 

8 

830-769-2181 

830-769-2181 

830-769-2181 

The Heidi Group 

Rio Grande Women's Clinic Alamo 

360085006 

1619924719 

427 E Duranta Avenue 

Ste 108 

Alamo 

78516 

Hidalgo 

11 

956-787-0770 

956-787-0770 

956-787-0770 

The Heidi Group 

Rio Grande Women's Clinic Edinburg 

360085007 

1619924719 

2502 E Richardson Road 


Edinburg 

78542 

Hidalgo 

11 

956-380-4477 

956-380-4477 

956-787-0771 

The Heidi Group 

Rio Grande Women's Clinic La Joya 

360085008 

1619924719 

1000 E. Expressway 83 


... 

78560 

Hidalgo 

11 

956-583-2646 

956-583-2646 

956-787-0772 

The Heidi Group 

Rio Grande Women's Clinic McAllen 

360085009 

1619924719 

222 E Ridge Road 

Ste 101 

McAllen 

78503 

Hidalgo 

11 

956-632-6032 

956-632-6032 

956-632-6032 

The Heidi Group 

Victor Nwiloh PA (dba) Heritage Health 

800888846 

1740604560 

4175 Heritage Parkway 

Ste 225 

Mansfield 

76063 

Tarrant 

3 

817-453-7522 

817-453-7522 

866-665-6659 

The Heidi Group 

The Heidi Group 

742757919 

1588018394 

109 S. Harris St. 

Ste 210 

Round Rock 

78664 

Williamson 

7 

512-255-2088 

512-255-2088 

512-255-2582 
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FORIVIM: WORKPLAN 

Legal Business 

Name of Contractor: The Heidi Group _ 


1. Reference the instructions on Form I - Work Plan Guidelines. 

2. Contractor must not exceed 4 pages per program component for a total of 20 pages. 

Please mark the box below if appropriate: 

O There are no changes to Contractor's Work Plan for Fiscal Years 2018 and 2019. 
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Form I: Work Plan 

Program Administration and Management 

A. The Heidi Group plans to provide the following services to support subcontractors at 23 clinic 
sites: 

» Administrative support through RPP and billing process for smaller clinics and physician’s 
offices who lack the resources to apply on their own 
» Training on the Healthy Texas Women Progi’am 
e Education about other state health programs for low income clients 
® Training on screening for eligibility and how to assess all progi’ams clients are eligible for 
® Community outreach strategies to help clinics recruit and enroll more patients 
® Provision of written materials for use in office and in community 

• Creation of standard manuals on Quality Assurance/Quality Improvement, Human 
Resources, Policies and Procedures, Billing, and more 

® On-site and teleconference trainings on standard topics, as well as customized to meet the 
needs of individual clinics 

• Regular audits and site inspections of all subcontractors 

• Consulting expertise as needed 

B. The Priority Population to be served is low income women in at least 63 counties. Of these 
counties, the Texas Department of Housing and Community Affairs classified 26 as urban and 37 
as rural. The population includes women living in inner cities and outlying farming communities, 
racial minorities, college students, and young mothers, often single. The age range of the Priority 
Population is girls and women, 15-44 years old. 

C. THG’s infrastructure includes: 

THG is governed by a board of directors.,The Executive Director and CEO are chai'ged with 
implementing the board’s policies, procedures, and directions, as well as for strategic planning and 
fundraising for THG and other associated nonprofits. Support staff carries out daily operations. 
The Accounting Admin handles the day-to-day accounting, including accounts payable. The CFO 
reviews the Accounting Admin’s records, outlines potential issues, and completes the Form 990. 

THG will conduct an initial on-site training for subcontractor staff THG Program Director will 
train with Policies and Procedures manuals with job descriptions for each employee. THG will 
conduct a telephone conference for initial strategic planning, then hold meetings with 
subcontractors’ Office Managers and Medical Directors to reinforce and follow up on 
subcontractor’s policies and procedures, strategic plan, and budget. THG will request R & S 
reports monthly from each subcontractor to track progress in meeting subcontractor’s goals. Front 
office goals will be determined by the subcontractor’s Office Manager and Medical Director and 
shared wdth staff. 
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Subcontractor protocols will be reviewed and a meeting with all subcontractor clinicians will be 
held to discuss the new programs and answer questions. A meeting of all employees will be held 
(wherever possible) to discuss programs and answer questions. 

Subcontractor management teams will select one employee responsible for outreach. THG trainers 
will instinct outreach person as well as provide a calendar of potential opportunities for outreach. 
THG staff will be available to supplement outreach as necessary. 

Subconti'actors will have immediate access to THG staff through office land lines, cell phone 
numbers, email, and texts. 

D. No subcontractor clinics are currently conducting research on individuals who receive services 
through any HHSC-funded programs. 

E. Job Descriptions 

Medical Director: The Medical Director must be a licensed medical doctor in good standing with 
the state of Texas. The Medical Director assumes overall responsibility for clinical services by 
offering guidance and supervision to staff of THG and medical directors of subcontractors. The 
Medical Director may assist with protocols/standing orders and is available to staff of THG and 
subcontractors for assistance in the delivery of quality medical care. The Medical Director 
monitors training programs of subcontractors to uphold the highest standard of health care, 
ensm'ing that the policies and regulations are being properly implemented and followed to 
successful execution. 

Program Director: The Program Director’s overall responsibility is ensuring Quality Assurance 
and Quality Improvement of delivery of services through subcontractors. This person will be 
available to subcontractors for assistance in developing Quality Assm'ance/Quality Improvement 
policies and procedure. The Program Director must: 

o Coordinate and support on-site subcontractor audits 
o Evaluate audit findings and implement appropriate corrective actions 
o Identify training needs and organize training interventions to meet quality standards 
o Monitor risk management activities 

o Assure ongoing compliance with Quality Assurance/Quality Improvement 
o Investigate complaints and non-conformance issue 

The Program Director is available for subcontractor in-service training and speaking engagements. 


Billing Specialist: The Billing Specialist reviews coding on patient Super Bills (codes correspond 
to patient’s procedures and diagnosis as recorded by medical team), maintains records to ensure 
accirmcy, bills electronically, and trains subcontractor staff in electronic billing. This person 
maintains all patient financial account records and follows up on rejected/denied claims. The 
Specialist must have a high school diploma with up to two years’ experience in the medical billing 




DocuSign Envelope ID: 840FCCEA-8DD5-427C-82B2-354C3A7B2232 


field. They must have laio’wledge of billing concepts and practices and be able to bill 
electronically. The Billing Specialist will also assist subcontractors with eligibility issues. 

Clinicians: The medical team will include medical doctors, and mid-level providers such as 
physician’s assistants, nm'se practitioners, and nurse mid-wives. All clinicians must be licensed 
and in good standing with the State of Texas. THG’s Medical Director, Noreen Johnson, M, D. is 
Board Certified by the American Board of Obstetrics and Gynecology. 

F. THG will design the budget based on the number of subcontractor clinics and the needs of each 
community. The number of staff hired at THG is an estimate based on the projected needs of 
serving our current list of subcontractors. The budget is based on research and best estimates of 
costs for each element of the staff training, quality assmunce, and marketing plans. It has been 
estimated, and will continue to designed, in cooperation with subcontractors. 

THG will conduct gaining and continue to work closely with each subcontractor to assist in 
implementing budgets on an individual basis. 

Budget monitoring will be accomplished monthly. THG will work with each subcontractor clinic 
to set monthly budget goals and provide forms for reimbursement. We will conduct montlily calls 
with each clinic to determine how subcontractors am meeting goals and, if they are falling short, 
to discuss how we might help facilitate changes. These functions will be performed primarily by 
the CEO/Director and Program Director. 

To ensure activities under Program Administration and Management are reasonable, achievable, 
and measurable, THG will set the following goals: 

• Create implementation plan and standard policy and procedure manuals for all 
subcontractor clinics 

o Create training calendar and conununity education plan for all subcontractor clinics 

THG will discuss the needs of each clinic and develop plans accordingly. We will train and assist 
subcontractors as determined by site visits. 

To evaluate the effectiveness of Program Administration activities, THG will: 

o Offer monthly conference calls to answer questions and encourage subcontractors. 

® Subcontractors will submit monthly R & S reports to track progress and analyze success. 

If subcontractor is not meeting goals, adjustments will be made immediately, 
o THG will conduct annual on-site reviews/audits of procedures and assess the number of 
patients successfully served, billed, and payments received, 
a THG will send encomngement by email and occasional telephone calls. 
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Quality Assurance 

The Heidi Group (THG) defines Quality Assui'ance (QA) as the prevention of problems thi'ough 
planned and systematic activities including every facet of serving a patient, from the first contact 
until medical cai'e is delivered, billed, and payment is received. The QA system documents the 
structure, responsibilities and procedm'es required to achieve effective quality management and 
delivery of services. Processes are implemented and documented including the role of the QA 
Committee for each subconfractor facility. The subcontractor Medical Directors and QA teams 
will inte rnal ly develop activities to identify areas in need of improvement, activities to ensure 
correction, and follow-up to ascertain coiTection. 

Processes for identitying performance and outcome measures will be delivered by THG training. 
Each subconfractor Medical Director will develop protocols and Standing Delegation Orders for 
that facility. THG will ensure all contractors adhere to the local, state, and federal laws including 
but not limited to HIPPA and OSHA. THG will strive to promote and protect the health, safety, 
and well-being of both employees and patients by providing responsive, independent assessments 
and monitoring of services tlnnugh respectful relationships. THG goals will be process driven, 
pro-active, with staff functions clearly defined and problems quickly identified and improved. 
Audits will define process selection of tools and trainings. 

THG QA Team will be supervised by the Medical Director, who is a licensed Texas physician in 
good standing. In addition to the Medical Director, THG QA Team will consist of the Program 
Dhector, and the CEO/Director, Trainings will be provided by members of the QA Team including 
but not limited to the Program Director and CEO/Director. 

Each subconfr’actor will develop a QA Committee consisting of the Medical Director, key medical 
providers, nursing staff, medical technician/lab tech, and office manager to hold monthly QA 
meetings to address issues, adverse reports, and correction plans. Two members of the Committee 
will follow-up on an adverse report to determine correction. This team will assure ongoing 
excellence in the quality and safety of care and services delivered. 

THG will utilize the S.M.A.R.T plan to assure the quality of medical services by evaluating 
performance against a standard of specified requirements for providers. S.M.A.R.T. objectives are 
aimed at continuously improving effectiveness in providing overall patient centered health cai'e. 

S - Specific 
M - Measurable 
A - Achievable 
R - Realistic 
T - Time Oriented 

THG will establish SPECIFIC, well-defined goals for program delivery. The Medical Director of 
each subcontractor is responsible for the level of quality and safety at the clinic. The QA/QI 
Committee prepai-es periodic reports developed thi'ough QA activities. 
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Goals will be evaluated and MEASURED for effectiveness. Program progress measurements 
allow QA Committees to measure various ai'eas of the project, managers and teams including front 
office, medical and billing. Obstacles are identified as well as methods to avoid negative outcomes 
and improve on identified issues. The measurement process defines how the programs flow. 

THG and each subcontractor - external and internal teams - along with key personnel must agree 
that goals established by the measurement phase are REALISTIC. Risks and opportunities for 
improvement should be identified to dete rmin e potential changes in the measuring phase. 

It is imperative to establish TIME based goals that am achievable. As we define our timeline for 
the fourteen month contract period, we will plan to measure and track success and achieve 
unilateral agreement with subcontractors on how to measure success. Clear definition of stages to 
reach attainable goals is imperative for successful program implementation. 

Proposed Timeline in Chronological Order: 

Initial visit to assess clinics, accomplished as soon as contmct is awarded 
Develop materials specific to each subcontmctor 
Training within two weeks of material development 
Begin annual audits after trainings are complete 

Though S.M.A.R.T, THG will implement the following steps of development: 

« Learn 

• Plan 

« Define 
» Build 
® Launch 
® Review 

• Assess 

e Improve 

TPIG management team will define (Learn) the scope of practice for the front office, social 
workers, and the medical team while establishing points for analysis and management of the 
programs to assure productivity, profitability, effective work-place efficiency, job satisfaction, 
employee morale, and continuous productivity as well as ways to improve delivery of services. 
Communication with front office staff, billing staff, and medical teams am vital to the success of 
the program. On an as needed basis, billing personnel will be trained to post, bill electronically, 
track payments, resolve patient billing complaints, follow-up denied and rejected claims. 
Communication/team building will be established through training and ongoing staff meetings to 
communicate the importance of service delivery and every legal requirement. Establishing quality 
policy and objectives provide the team directions and open the door for regular management 
reviews. THG will ensure that required referral resources are provided including leadership tools 
to facilitate process and employment reviews. 
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THG initial training will establish a QA implementation team PLAN to identify key processes and 
involve employees to open the door for ongoing communication. Subcontractors will conduct their 
own internal QA activities of medical services and front office procedmns with the Medical 
Director and office manager in the lead. Employee participation will allow for open management 
review. 

Subcontractor Medical Directors will review patient charts and entries by the medical assistant, 
practitioners, and ancillary service providers weekly. The supervising physician will report 
potential areas for improvement to the QA Committee. The QA Committee gathers, analyzes, 
and reports feedback to the Medical Director and QA Committee monthly. The QA Committee 
utilizes adverse outcome reports to develop improvement measures and change protocols if 
necessary. 

BUILDing the QA manual will include developing the mandatory procedures, operational 
procedures, and auditing tools. Compliance goals will match with perfonnaiice standards to serve 
as benchmarks for audits. TPIG trainers will select and train internal auditors in each 
subcontractor office with the goal of internal management review of processes. 

The LAUNCH will include THG on-site subcontractor staff training in the system, implementing 
policies and procedures of the program, the QA system, auditing the QA system, and management 
review. 

Following training, THG staff will REVIEW by beginning the process of on-site auditing on a 
quarterly basis until systems are well established and then move to annual audits. Tliis will 
facilitate refinement of the system and the opportunity to implement system changes if necessary. 
Internal management review will enhance THG audits. 

The ASSESS portion of THG QA program will include an initial on-site audit prior to fruining to 
access procedures. Training will coiTect non-conformance procedures and allow corrective 
actions. On-site quarterly audits will continue assessment until the program is implemented to 
THG QA standards. 

THG QA System will document protocols, policy and procedures for front office, billing and 
medical team with job descriptions for each staff member, and details of what and how medical 
records are stored (locked cabinets). Management will be interviewed for commitment to programs 
and QA commitments. THG team will provide resources for areas of need. THG team will be on- 
call 24 hours a day for assistance or support as indicated. 
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Professional Development 

Subcontractor clinics vary greatly in their approach to professional development. Some do very 
little and all staff development is provided by the overseeing physician. Others provide training 
for all staff when hired in addition to quarterly training for all personnel. Some clinics provide 
specific training on eligibility and billing, while others do not but would like to offer these 
opportunities. Some clinics utilize an annual review process and client surveys to determine needs 
for future professional development opportunities. 

A. The Heidi Group (THG) will conduct surveys of each subcontractor clinic to determine the 
greatest area of need for professional development for each individual facility. THG will begin by 
providing an initial training to all clinics on the Healthy Texas Women Program to ensure they 
understand eligibility requirements and covered services. Training will cover how eligibility is 
determined, the enrollment process, how billing and reimbursement work, and will clearly define 
the clinic’s role in eligibility and enrollment. 

Following the initial evaluation and the initial training, quarterly reviews/audits will be performed 
at all clinics to determine ongoing needs. 

Subcontractor Medical Teams will be encouraged to attend State ti-ainings for: 

® Family Planning Guidelines for Programs 
® Clinical Conference 
e Medical Billing Practices 
® Community Awai'eness Sti'ategies 

THG will hold an initial and annual tmining on-site at all subcontractor clinics. THG will offer a 
list of other organizations and companies for on-site subcontractor trainings. For instance, 
Stericycle will be suggested for training on hazardous waste and blood borne pathogen 
ti'aining. Pharmaceutical companies may be utilized for training on LARCs. 

In addition, THG will provide professional development in the following areas: 

o Basics of the Healthy Texas Women Program, including eligibility criteria, covered 
services, and em’ollment process 
® Other state health programs 
« Medical billing 

o Records storage and patient privacy, HIPAA, and OSHA 
« Technology security 
e Serving diverse client populations 
® Recognizing abuse 
® Customer service for the patient 
9 Website and social media expectations 
® Internal auditor training 
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B. Front office staff will be trained in control of documents, internal audits, and control of non- 
conforming issues, corrective actions and preventative actions. As previously mentioned, billing 
clerks will be trained in proper billing techniques. As needed, Medical teams will be trained in 
QA procedures including chait recording, complication reporting, drug storage, sterilization 
techniques, and examination. Every employee will be trained in local, state, and federal laws 
including HIPPA and OSHA standards. Employees will be encouraged to view their role as vital 
to the overall productivity of the subcontractor. 

Professional development will be done annually at all subcontractor clinics. THG will assist in 
scheduling and providing these as necessary, as well as in locating online training opportunities 
and informing clinics of all state Gainings. 

THG will provide materials to all clinics to be given to new employees when they are hired. These 
will cover: 

® Facility Policies and Procedures with a personal specific job description 
® Details of the Program with specific attention to scheduling an appointment for a potential 
program patient 

THG Program Director or CEO/Director will be in charge of attending HHSC required trainings, 
This person will also communicate these training opportunities to subcontractor clinics and 
maintain a list of facility contacts for overseeing the training at that clinic. 

To ensure these activities are reasonable, achievable, and measurable, will make available twice 
per year trainings on LARCs, once a year on all methods of birth control and contraceptives, 
diabetes control, and balanced diets. We will ensure monthly teleconference opportunities are 
provided, at least twelve per year. THG will develop a standard list of topics for use by each clinic 
as well as a database of state trainings, online options, and a spealcers’ bureau. Clinic in-serwice 
training calendars will be checked at each audit to ensure goals are being met. 

The first chronological step is to provide all clinics with the basic training on the Healthy Texas 
Women Program. During the same site visit, THG will conduct an assessment of the subcontractor 
clinics to determine which professional development topics are most needed. Finally we will 
develop the schedule and plan for future training. 

At THG, the Program Director will be responsible for assessing clinics’ needs and determining 
which trainings are provided. 

Basic trainings on the Healthy Texas Women Program will he provided no later than two weeks 
following acceptance into HTW program. THG will complete evaluation of additional training 
needs by the initial facility inspection. 

THG will train facility staff on forms of outreach and advertising TFIG is conducting to recruit 
new clients so staff will be prepared callers with questions. 
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To evaluate the success of professional development, THG will conduct pre- and post-training 
assessments of clinic employees. We will also conduct sui'veys of office managers and medical 
directors of subcontractor clinics for feedback on the effectiveness of trainings on office 
management and operation. 
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Recruitment 

CuiTently, subcontractor clinics are engaged in a wide range of outreach, in-reach, and education 
activities. Most participate in local health fairs, advertising their services and providing health 
screenings to the public. Many are also active on local high school, community college, and 
university campuses, providing health education programs, birth control classes, campus health 
fairs, and working with medical schools to advertise women’s health programs. Some of our 
subcontractor clinics supply written materials at community locations, such as schools, grocery 
stores, women’s shelters, non-profit organizations, pregnancy resource centers, WIC offices, and 
YMCAs. Other outreach strategies include social media campaigns, signage and billboards 
tlu'oughout the service area, newspaper, radio, and television ads. A few of our subcontractor 
clinics rely almost entii'ely on their web presence and word of mouth advertising to locate new 
clients. 

Current in-reach activities include brochmes and flyers in the office, videos in the reception room, 
and direct communication with office staff 

The Heidi Group (THG) utilizes the strategies that have been successful for subcontractor clinics 
and provides support and materials so the outreach, in-reach, and educational activities ai‘e 
accomplished in every county in our service area. 

THG works with subcontractor clinics to ensure all current and past clients ai'e contacted and 
informed of the Healthy Texas Women Program, and other state programs, to assess the patient’s 
eligibility for services. We will also ensure all clinics have a web and/or social media presence (If 
the subcontractor so desires), and work with each clinic on search engine optimization and Google 
key word advertising for paid search ads. THG will also provide social media consulting and 
resources for subcontractors, offering customized posts. For interested subcontractors, we Vvdll 
consult and assist with Twitter advertising as well. 

THG website will include a searchable zip code directory so potential patients can locate the 
nearest provider. For all advertising and promotional materials, we will establish an 800 number 
that will directly connect the caller to the nearest clinic. The 800 number bills will assist in 
analyzing effectiveness of each method of outreach. The 800 bill will show which subcontractor 
the caller was directed to and the length of the call which will allow THG, in cooperation with the 
subcontractor, to determhie how many calls were received and how many ended with an eligible 
patient, served and billed. 

THG will continue to identify health fairs in each county of our semce area and will work with 
subcontractors to ensure they have a presence at these fairs, providing materials. 

THG has recorded public service announcements in English and Spanish, for television and radio 
for PSAs and paid advertisement in all served counties. PSAs often air at odd, non-peak times, 
which studies show is often when our target population is watching television. Television will be 
considered if funds are available. 
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THG will provide signs and brochures for distribution tlu'oughout each subcontractor’s community 
with information on the Healthy Texas Women Program with customized subcontractor clinic 
information. One common brochure was created by HHSC and THG added customized stickers 
with the contact information of the nearest subcontractor clinic. Promotional materials are 
provided to various locations around the community, such as Goodwill, Salvation Army, women’s 
centers, pregnancy resource centers, WIC offices, and school campuses. Printed materials may 
include door hangers. 

In some areas, THG will research the effectiveness of large-scale advertising such as billboards, 
bus ads, and ads in other public places. THG will distribute information about local Healthy Texas 
Women providers to college, trade school, and university campuses as well as include the same 
information in coupon books and campus newspapers. 

In-reach to current patients will be accomplished through written materials and interactions with 
clinic staff. Current patients will be contacted and assessed for eligibility for HTW and other state 
programs. Staff will also discuss with patients other programs for which they may be eligible. 

For interested clinics, health education videos may be provided for waiting room televisions. 

For education, subcontractor clinics who ai'e already engaged in speaking at local schools, classes, 
cormnunity programs, and health fairs will be encouraged to continue. THG will assist with 
possible expansion of existing plans. For those not engaged in community education activities, 
THG will work to develop a plan and locate opportunities, and provide speakers if needed. 

To ensure recruitment activities are reasonable, achievable, and measurable, during the contract 
period, the goal will be to provide written materials for each clinic, identify at least one health fair 
for each clinic to participate in, (if subcontractor wishes) update the web presence of each clinic, 
film and record PSAs and radio commercials (30 seconds in both English and Spanish), and 
identify which additional methods of outreach and in-reach will be most effective in each county. 

The chronological sequence will begin with assessing current activities and most effective 
strategies, filming and recording the PSAs, updating web presences, and printing all necessary 
materials. 

At THG, the Program Director and/or the CEO/Director will be the person responsible for these 
activities. This person will be in charge of coordinating activities for all subcontractors, working 
as necessary with subcontractor office managers, office staff, eligibility staff, and/or medical teams 
engaged in community education. 

THG completes preliminary assessments and has plans for each subcontractor clinic within two 
weeks of acceptance into HTW program. THG will immediately begin evaluation and updating 
websites as subcontractor desires. 

To evaluate each activity, THG will provide surveys and telephone flip charts to each 
subcontractor clinic that include the question “How did you hear about us?” to assess the most 
effective methods of outreach. THG’s 800 direct connect telephone bill will facilitate recmitment 
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effectiveness. We will also track the number of Healthy Texas Women clients each clinic sees 
before and after outreach activities and assess the increase. 

THG will provide or assist each subconhactor (if so desired) with the following recruitment plan: 

o Website with coiTect in f ormation (establish if necessary) 
o Facebook account (THG will assist with posts.) 
o Twitter posts if physician or clinic so desires 

o Public Service Announcements (PSAs) - Television and Radio (Production of 30- 
second commercials in English and Spanish); PSA’s air fi-ee at odd times which is 
when our target market is watching. Paid advertisement will be placed as funds 
allow. 

o 800 number with direct comiect to facility nearest the caller will be used on all 
advertising 

o Brochrrres (one customized and one common with stick-on labels for each facility) 
o University/College campuses (coupon books, campus newspapers) 
o Door hangers in appropriate areas near each clinic or physician 
o Booths in area and state fairs and other community events 
o Correct information on 211 number 

Dming training, THG will provide each subcontractor clinic or physician with the following 
materials: 

e Policies and procedures for best practices of serwing patients under these programs 
including: Quftity Assurance protocols, emergency policies and procedur-es, guidance for 
interpreter and language translation, financial management systems/billing direction 
o Instructions for: 

o booking first appointment with a list of the information necessary to assess for 
eligibility 

o determining source of referral 
o suggested standing orders/protocols 
o master of patient evaluation forms and super bill 
® Flip book for placement near each in-coming telephone with a list of necessary documents 
patients must provide to meet and prove eligibly requirements 
o Assessment materials to determine eligibility 
« Brochures 
e Billing instructions 
e Door hangers 

e Each subcontractor already has a referral network in place with local physicians and/or 
hospital. THG will evaluate and assist in expanding if necessary. Additional referral 
resources will include: 

o CHIP and other state programs to assist families 
o Child Support Services 
o Local fi'ee child care 

o Abuse reporting - Child Protective Seivices/Abused Women Shelters 
o Medicaid 
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o Mobile mammogram services for the local ai’ea 
o Lists of potential opportmiities for community education 

In addition, THG intends to pursue expanding services to unserved or undersei-ved areas of Texas. 
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Long-Acting Reversible Contraceptive (LARC) Usage 

A. CuiTently, subconti'actor c lini cs vary gi'catly in the LARCs offered. Some clinics provide all 
major options, including lUDs and subdermal implants, while others do not provide any on-site 
and refer for all LARCs. Mirena is the most widely supplied option. All subcontractor clinics 
discuss LARCs as part of contraceptive counseling and provide information on the option, even if 
provision of the LARCs is by referral. 

Some clinics utilize videos in the waiting room to advertise and promote LARC options. Many 
have printed materials for patient education. 

Some subcontractor clinics provide substantial professional development opportunities, including 
speakers, training courses, and continuing education classes. Some invite representatives ifom 
LARC pharmaceutical companies to the office to provide in-service training and information. THG 
will encourage this at all sites. 

B. The Heidi Group (THG) will encourage all subcontractor clinics to offer LARCs. Clinics that 
do not currently provide LARCs on-site already have refen’al networks in their communities, but 
THG will review to ensui’e all patients of these clinics have other LARC options. To educate clients 
about LARCs, THG will ensure all subcontractor clinics have the latest literature on all LARC 
options. These will be displayed in waiting rooms, and may be provided to patients in all family 
plarming encounters. THG will train subcontractor staff to discuss future contraceptive methods 
with prenatal patients with special emphasis on LARCs. 

C. THG will ensm-e that each clinic has on-site professional development opportunities at least 
twice a year- for all clinics that provide LARCs on-site. We will utilize representatives from LARC 
companies, as well as webinars from the American Congi-ess of Obstetricians and Gynecologists. 
We will also discuss reimbursement rates with each clinic that provides LARCs, and those that 
currently refer for all. A primary concern expressed by many subcontractor clinics is that 
reimbursement rates for LARCs are too low and the clinics lose money when they are provided. 
THG will discuss options with each clinic to determine how they can increase provision of LARCS 
with minim al negative financial impact.. 

The first step is to develop a base line of LARC services by each subcontractor to determine cuirent 
usage rates and numbers. THG then assesses the strategy for each, provides written materials, and 
schedule fiainings. 

The Program Director at THG will be responsible for increasing LARC usage, in cooperation with 
the health practitioners at each subcontractor clinic responsible for deciding on which LARC 
options are available at that site. 

LARC infoimation will be included in the initial training and written materials will be provided. 

To evaluate the effectiveness of these activities, THG will monitor past usage rates and numbers 
at each clinic, and reevaluate every six months. We will also monitor the number of patients who 
switch from another method of birth control, or who use a LARC for the first time. Client 
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assessment surveys may be amended to include a question about what factors influenced a patient 
to select a LARC as her method of contraception so THG can better analyze how to increase LARC 
usage. 
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FORM L-1: STAFF DEVELOPMENT PLAN 


Legal Business Name 
of Contractor: The Heidi Group 


Please mark the box below if appropriate: 

^ There are no changes to Contractor's Staff Development Plan for Fiscal Years 2018 and 
2019. 


If Contractor is making changes, please complete a new Staff Development Plan that meets the 
requirements stated below: 

All Contractor’s must conduct staff development activities to ensure staff has the knowledge, 
skills, and abilities to provide HTW services. The Staff Development Plan must be 
comprehensive, address all the topics indicated below, and be numbered as indicated. 


Staff Development Plan must not exceed five (5) pages. 

1. Identify personnel responsible for coordinating staff development activities. Include job titles 
and qualifications for each person identified. 


2. Identify specific training that will be used for eligibility and billing staff. 


3. Describe how training needs assessments are conducted. Specify how the assessment is 
used to generate a staff development plan. Specify how training activities for staff are tied to 
quality management review findings. 


4. Describe procedures and documentation for staff annual performance review. Specify how 
the staff development plan incorporates review outcomes to further develop knowledge, skills 
and abilities to provide HTW services. 


NOTE: If specific LARC methods are provided through referral only, Contractor must include 
this information in the Staff Development Plan and Contractor will be exempted from the 
training requirements for that specific LARC method. 


FY18 & FY19 Healthy Texas Women Program Renewal "IS 
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Legal Business Name 
of Respondent; 


Healthy Texas Women Certification 

TKj? ji.c\x Coro\xp 


This certification pertains to the following billing or performing provider; 

Provider Name TK -e -Heidi Group _ 

Federal Tax ID Number. n M - an ^ ^ _ 

NPI Number _ 


If provider does not have an NPI, Submission Date of Medicaid Application. 
Provider’s primary billing address; 

Street Address \n,n S )Q 


street Address City/State/Zip Code "R OIL-ACX j n ")L ^ 

Telephone Number ^\a. ~ " C3JZ) S S _ 

Provider's primary physical address: , ^ a . 

Street Address _ ion S44arfi^ ^\Aktau><^lD _ 

street Address City/State/Zip Code ^1p>f>‘\XVV<^ ^ Eloign 

Telephone Number Q, 





arranging 

, '' H .tQlpvanl lpfprn^aHoi\ ^ ^ \\ 

i .^furnishing ordlsplaylhg to jii H1^W;cllejni'Iri(ormatlo;h%4t:t>ubKpJfWs;or:ady»rlls«9^^n.^l9);lt{yoobprtldn.«el7^ or provider;'. 

»4iAnlA\<iMx ^^AM^Kif^AliAn'iWarlr.nf an 


;’.;v p;k ;■■■'•>. v>% ’ 

>.s»: 5. t.?:• sm,.'.*"' !l •.* * • .. . •••^ 
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My name is f'-rxrol FrM-e.fe'V-h _ _. I am the provider or, if the provider is 

an organization, i am the provider's (title or position) (^mj rjein am 

of sound mind, capable of making this certification, aiiBI arn personally acquainted with the 
facts stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider’s bohalf. Throughout the remainder of this document, the word "I” 
will represent the individual provider that is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word “I" is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 


I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortiens, or if I am an affiliate ef an entity 
that performs or Promotes Elective Abortions. 


By checking the boxes under each statement below, I affirm that each of the following statements 
is true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 

1. I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. 

K) I affirm that this statement is true and correct. 

2.1 am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

(Sf. I affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not. nor do any of my organization’s 
subcontractors, Promote Elective Abortions within the scope of HTW. 

I affirm that this statement is true and correct. 

4. In offering or performing a HTW service, I, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular; 

a. All HTW services are physically separated from any elective abortion activities, no 
matter what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members ef the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that 1, or any my organization's subcontractors, receive for 
performing HTW services are used to directly or indirectly support the performance or 
promotion of elective abortions by an affiliate, and my, and any of my organization’s 
subcontractors’, accounting records confirm this; 

d. 1 do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

(N I affirm that this statement is true and correct. 

5.1 do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or regixstered identification mark of an organization 
that performs or Promotes Elective Abortions. 

I affirm that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 
‘‘HHSC) will deny any claims I submit for HTW services. 


• If, after I submit this signed certification, I. or any of my organization's subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization’s subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before I. or any of my organization's 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW seivices. 

• If, while participating in the HTW Program, I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, I will be disqualified from the HTW Program, including any HTW 
contracts, and HHSC will deny any claims I submit for HTW services. 


• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 


• If HHSC determines that I am ineligible to receive funds under the HTW Program: 

a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) I will remain ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the 
laws of Texas, and I may be excluded from participation in the HTW Program, 


/ also understand that, to enable HHSC to verify my or my organization’s eligibility to 
participate in the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. 

If statements 1 - 5 are all marked "true," indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
Certification year.) 
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Effective Date of Certification 09/01/2017 through 08/31/2018 . 

Note: Providers must complete a new certification annually. 

If any of statements 1 - 6 are not true, you must request an immediate temiinatlon of your HTW 
certification: 

n Terminate HTW certification 


Signature: 



Printed Name: 


Carol Everett for The Heidi Group 


Title: 


CEO 


Date: 


3 ^ 
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Legal Business Name 
of Respondent: 


Healthy Texas Women Certification 


THE HEIDI GROUP 



This certification pertains to the following billing or performing provider: 

Provider Name Noreen Johnson MD rb 

V~Y ,'c^l Ot 


Federal Tax ID Number 81-19 51iei 
NPI Number 1700801214 


If provider does not have an NPI, Submission Date of Medicaid Application. 
Provider's primary billing address; 

Street Address ^112 E 291h Street 


Street Address CIty/State/ZIp Code Bryan, Texas 77802 

Telephone Number 979.764.4043 _ 

Provider's primary physical address: 

Street Address 4112 E 29th Street __ 

Street Address City/State/ZIp Code Bryan, Texas 77802 
Telephone Number 979.764.4043 _ 




M.apyer^eit py alv; y v. 
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oiNnerehljV/'manatjemsnl; orcpnfrbli;/.-^^^ I v 

the aranllna drekteruldh of ati^nfiadroUier'mimAmant fhntmiHtnrivAa afniic»«A'«A 


H m'9"written InetrumenfeV referent Bboveinay Ijicludo a certinbaW;^ forihaUPn, a franchise a^aementratiindards^ { 
“r a llperiae. byt.dp tipi Include Poreennpnts 'relaled jtd a phyplolan'a paftlcIpaUon In p phyaldon qrpUR.\?ii.^.) 


P.*»«“CP, 8uen. as. a flospiteJ oroup agrecmonj, staffing aflraoiTiBhl/managBniont agreement, dr cdlliibbretiVO praciJco . -‘7 f “ 

■ The .term "ProffloteVinoans.advancingfiirtheririg, advocatlno, of pdptilartzln^ eiacliv'e ahoirildn liy foToxShpla:• • 

" • afflnnatiyo acUph to secure elecUyo aboHlon servlws for a HlW.cileht (such as making ahajjpolritmBnt, bbtalhitig ^ 
cphaent fpftho el.dctlyp abbriloh, afronglngfcif transportatioh, ncgpflatihg a redupiibh In on electlvo.abdrtidh provider fee, or .' 

... . u . .. 


^hua.sLna.uhal, factual Infomadori and.ripndtfecSyb..cpunsellng, Including the name, address, telephbne huntber, and other-: 

rvft.ralevant IhfbrrhaUpn about a pix>vlden. ^.v;;\-:\v'--Vd • 
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My name is N°''een Johnson MD | am the provider or, if the provider Is 

an organization, I am the provider's (title or position^ p<-crjeMjr |am 

of sound mind, capable of making this certification, and I am personally acquainted with the 
facts stated hare. If I am representing an organizational pnovider, I am authorized to make this 
certification on the provider's behalf. Throughout the remainder of this document, the word “I" 
will represent the individual provider that Is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word "1" is Inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 

I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate In HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 

By checking the boxes under each statement below, I affirm that each of the following statements 
Is true. I understand that my failure to mari( each of the statements will be regarded as my 
representation that the statement Is false; 

1, I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. 

^ I affirm that this statement is true and correct. 

2.1 am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

I affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not. nor do any of my organization's 
subcontractors. Promote Elective Abortions within the scope of HTW. 

I affirm that this statement Is true and correct. 

4. In offering or performing a HTW service, I, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular; 

a. All HTW services are physically separated from any elective abortion activities, no 
matter what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not liave any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

0 . None of the funds that 1, or any my organization’s subcontractors, receive for 

performing HTW services are used to directly or indirectly support the performance or 
promotion of elective abortions by an affiliate, and my, and any of my organization’s 
subcontractors’, accounting records confirm this; 
d. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

I affirm that this statement Is true and correct. 

5.1 do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 

I affirm that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or Its designee (henceforth, 
"HHSC") will deny any claims I submit for HTW services. 


• If, after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization’s subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before 1, or any of my organization's 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fall to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims 1 submit for HTW services, 

• If, while participating in the HTW Program, 1, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, 1 vwll be disqualified from the HTW Program, Including any HTW 
contracts, and HHSC will deny any claims I submit for HTW services. 


• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 


• If HHSC determines that 1 am ineligible to receive funds under the HTW Program: 

a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that 1 have submitted since the date of ineligibility; and 

c) I will remain ineligible to participate in the HTW Program until! comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

» if I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the 
laws of Texas, and I may be excluded from participation in the HTW Program. 


/ also understand that, to enable HHSC to verify my or my organization’s eligibility to 
participate In the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. 

If statements 1 - 5 are all marked "true,’’ indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
Certification year.) 
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Effective Date of Certification_ 09/01/17 _through 08/31/2018 _ 

Note: Each provider rhust complete a new certification and mail it to TMHP by the end of each 
calendar year. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification: 

n Terminate HTW certification 


Signature: 



Printed Name; Noreen Johnson MO _ 

Title: _ 


Date: 


01/31/2017 
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Healthy Texas Women Certification 

Logal Business Name 

of Respondent; 

The Hold! Group 

This certification pertains to the foliowing billing or performing provider: 



If provider does not have an NPl, Submission Date of Medicaid Application 




' Ailindtvidiiaror'Anfiliy th'al liiaar rjifiiifrtnfihfh'uilfh'itnntli&r w^rLat\A ni- CivL* ‘iV 
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. I am the nro' 


Upvlder or, if the provider is 
I am 


My name Is 

an organbation, i am mo pmviuoi « i , -. ... ,, 

of sound mind, capable of making this certification, and I am personally acquainted with me 
facts stated here. If I am representing an organizational provider. I am authorized to make thjs 
certification on the provider's behalf. Throughout the remainder of this document, the word I 
will represent the Individual provider that is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word "I" Is Inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 

I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules In the Texas Administrative Code. I am not qualified to participate In HTW; or to bill the 
program for services if 1 perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 

By checking the boxes under each statement below, I affirm that each of the following statements Is 
true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 

1. I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortion?. 

[iKT^rm that this statement Is true and correct. 

2. I am not, nor are any of my organization’s subcontractore, an Affiliate of an entity that 
perforrr^or Promotes Elective Abortions. 

Cfr'Tafflrm that this statement is true and correct. / 

3. In offering or performing a HTW service, 1 do not, nor do any of my argamz^lon’s 
subcontractors. Promote Elective Abortions wrfthin the scope of HTW. 0 I affirm that this 
statement is true and correct. 

4. In offering or performing a HTW service. I, as well as my organization's subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular: 

a. All HTW services are physically separated from any elective abortion activities, no matter 
what entity Is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization's 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I, or any my organization’s subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization’s subcontractors’, 
accounting records confirm this; 

d. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
comrQunlcatlons. 


5. 


affirm that this statement Is true and correct. 

I do not. nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered Identification mark of an organization 
that performs or Promotes Elective Abortions, 

P'i^lrm that this statement is true and correct. 


02 
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In addition, I understand and acknowledge that; 

• If I fail to oomplete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 
"HHSC") will deny any claims 1 submit for HTW services. 


• If, after I submit this signed certification, 1, or any of my organization's subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or 1, or any my organization’s subcontractors, 
become an Affiliate of. or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before 1, or any of my organization's 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If 1 fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims 1 submit for HTW services. 

• If, while participating in the HTW Program, I, or any of my organization's subcontractors, perform 
or Promote an Elective iAbortlon, I will be disqualified from the HTW Program, including any 
HTW contracts, and HHSC will deny any claims I submit for HTW services. 

• If I submit this certification and agree to Its terms, but HHSC determines that I am in fact 
Ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 


• If HHSC determines that I am Ineligible to receive funds under the HTW Program; 

a) HHSC may recoup HTW funds paid on claims that I have Incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) I will remain Ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(o-1) and relating program rules In the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification. HHSC may 
consider me to have committed fraud or tampered with a government record under the laws of 
Texas, and ! may be excluded from participation In the HTW Program. 


/ also understand that, to enable HHSC to verify my or my organization’s e/lgibiliiy to 
participate In the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. 

If statements 1 - 5 are all marked “true," indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
. Certification year,) 
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Effective Date of Certification 09/01/17 


.through 08/31/2018 


Note: Each provider rtiust complete a new certification and mail it to TMHP by the end of each 
calendar year. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification: 

□ Terminate HTW certification 



Date: 
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Xegal Business Name 
of Respondent; 


Healthy Texas Women Certification 
THE HEIDI GROUP 


This certification pertains to the following billing or performing provider: 

Provider Name Communit y Wellness Clinic, LLP—_—-- 

Federal Tax ID Number 76-0419657 ----- 

NPl Number 1902269715-----^ 

If provider does not have an NPl. Submission Date of Medicaid Application 
Provider’s primary billing address: 

Street Address 201 Enterprise Row, Sultejlg — --— 

Street Address City/State/2ipCode Conroe. Texas 77301-4_4^- 

Telephone Number 936-760-2764 -—-- 

Provider’s primary physical address: 

«O.itfA 40 


_f_CiitfA 40 

street Address 

Street Address CIty/State/ZipCode Conroe, Te 



Conroe, Texas 77301-4446 


Telephone MHmhar 936-760-2784 ----- 

DEFINITIONS 

For tno purpo.0* of thl« cerllflcitlon the following torm. aro daf Inad os follows; 
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P.2 


My name is Kerry Gregory 


I am the provider or, if the provider is 
vica-pfBBi()«nt _ . I am 


an organization, I am the provider's (title or position) —— - 

of sound mind, capable of making this certlflcation, and I af" ^ 

facts stated here, if i am representing an organizalionai provider, l am 

certification on the provider's behalf. Throughout the rOTainder of his 

will represent the individual provider that is completing this form or the o/P^nizational provider 

on whose behalf the form is being completed. If this form is being completed w behalf of a 

organizational provider, the word "I” Is inclusive of the organization, owners, officers, 

employees, and volunteers, or any combination of these. 

I understand that, under Texas Human Resources Code, Section 32 . 024 (c- 1 ) and relating program 
rules in the Texas Administrative Code. I am not qualified to P^rtiapate in HTW. or to « 
program for services if I perform or Promote Elective Abortions, or If I am an affiliate of an en Ity 
that performs or Promotes Elective Abortions. 

By checking Ihc boxes under each statement below, I affirm that each of ‘1'® 

is true. 1 underatand that my failure to mark each of the statements will be regarded as y 

representation that the statement is false; 

1. I do not. nor do any of my organization's subcontractors, perform or Promoie Elective 
Abortions, 

1 affirm that this statement is true and correct. 

2.1 am not. nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

?(k 1 affirm that this statement is true and correct. 

3. In offering or performing a HTW service. I do not. nor do any of rny organization’s 
subcontractors, Promote Elective Abortions within the scope of HTW. 

I affirm that this statement is true and correct. . , , 

4 In offerino or performing a HTW service. I, as well as my organization’s subcontractors 
mSS phiSteal and flnancial separation between any HTWectlvIties and any elective 
abortion-performing or abortion-promoting activity, In particular, 
a, All HTW services are physically separated from any elective abortion activities, no 

matter what entity is responsible for the activities; 

b The governing board or other body that controls me, or any of my 
subSSs. does not have any board members f ® 
qovernlng board of an entity that performs or Promotes Elective Abortions, 

None of the funds that I or any my organization’s subcontractors, receive for 
csrfom ra Sw Seas ara used to diradly or Indirectly supportthe Peifoman® «r 
ErcS cf SSmons by an affiliate, and my, and any of my organtotlon s 

d ,rrnrd?in^T,5ro& 

' that Promote Elective Abortion at any locations or in any public electronic 
communications. 

A I affirm that this statement is true and correct. 

that performs or Promotes Elective Abortions. 

I affirm that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

. If I fall to oomolate and submit this caitiiloatlon. I will bo disqualified from me HfW Pwam and 
Iho Ss Srand Human Services Commission (HHSC) or its designee (henceforth, 
“HHSC") will deny any claims I submit for HTW services. 

HHSC will deny any claims 1 submit for HTW sen/ices. 

■ oi PmZe" ElSve 

SnS and HHSC will deny any claims I submit for HTO services. 

If u, ihmit this certification and agree to its terms, but HHSC determines that I am In fad 
nL2te to Spate iX HTO Program. HHSC may place a paymenf hold on ole,ms 
subSed by"m^^^^^^ ferHW services until HHSC can make a final 

determination regarding my eligibility. 

. If HHSC deteimines that I am ineligible to receive funds under the HTW Program: 

a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became Ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) 1 will remain ineligible to participate in the HTW Program 

^ ResourceVcode section 32.024(c-1) and relating program rules in the Texas 

Administrative Code. uuer mm/ 

laws of Texas, and I may be excluded from participation in the HTW Program. 

HHSC BS part of this application. 

';!rhsS»dateS!hecTrcst^^^^^^^^^^ 

Certification year.) 
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Effective Date of Certification_ 09/01/17 _^through 08/31/2018 _ 

Note: Each provider rhust complete a new certification and mail it to TMHP by the end of each 
calendar year. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification: 

( 

□ Terminate HTW certification 

Signature; 

Printed Name:_ Kerry Gregory 

Title; Vice-President __ 



Date; april 27tVi, 2017 
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Healthy Texas Women Certification 

Legal Business Name 
of Respondent: 

The Heidi Group 


This certification pertains to the following billing or performing provider: 


Provider Name 

^liurl Ir 

-CvO\(.(^rfn. w 

_ 

Federal Tax ID Numbt 
NPI Number 1 'It*?)' 

.r Cj.QC'y 

‘i;y)^o '" 

d(.P)?(04'> 

'■ 


If provider does not have an NPI, Submission Date of Medicaid Application 




brand 

®Xu'VP;*v,:“Xv: 




iFpfjhe piirpdses 


^ indiviciU9l dr entity th4t has ia' lirg'iil'fmt^rolilp'W 


■ii 'v' 


ilt=en.$edr,p|tidjr.dgf«eynMi|i^^ 
IP^^ten ths't^imi^t^yiwfjijrenc'eti pbi^ M^irtciudo^apeHl 


' '4aMngaffljfmatlya,#ilpn to Bedi(|’a;pMetWa,^itlon <amd«BjorallTO.d1tepi (aaph 
.PBdgaM,ha(mal|^|^dtir9l.Jpfq!^p||dnm^h.oit0lrretfya;opi)n|4t)gg/}n.c^ 

'i^^4t^al^d|spldyrng,di’operating %def a drandfial^i^ 

V P'. f ^ ifef P*ft® 




fdantiflMtidl'ifiark of an ^ ':• 
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My name is_ j 1 1 I ri[' I f* J \ ^ /{ CAyVl )L I am the. provider or, If the provider is 

an organization. l"am the provider^ftitle or position) p( AO/(I^ l-g -iC— I am 
of sound mind, capable of making this certification, and I ami personall:(’ acquainted with the 
facts stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider’s behalf. Throughout the remainder of this document, the word "I" 
will represent the individual provider that Is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word "I" is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 

I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate In HTW; or to bill the 
program for services If I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 

By checking the boxes under each statement below, I affirm that each of the following statements is 
true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 

1. Ido not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. 

I affirm that this statement is true and correct. 

2. I am not, nor are any of my organization's subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

jSf I affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not, nor do any of my organization’s 
subcontractors. Promote Elective Abortions within the scope of HTW. ^ I affirm that this 
statement is true and corrept. 

4. In offering or performing a HTW service, I, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular: 

a. All HTW services are physically separated from any elective abortion activities, no matter 
what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I, or any my organization’s subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization’s subcontractors', 
accounting records confirm this; 

d. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

pf I affirm that this statement is true and correct. 

5. I do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 

^ 1 affirm that this statement Is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fall to complete and submit this certification. I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 
"HHSC’’) will deny any claims I submit for HTW services. 

• If, after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization’s subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, 1 will notify HHSC at least 30 calendar days before 1, or any of my organization's 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fall to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW services. 

• If, while participating in the HTW Program, I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, 1 will be disqualified from the HTW Program, including any 
HTW contracts, and HHSC will deny any claims I submit for HTW services. 

• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 

• . If HHSC determines that I am ineligible to receive funds under the HTW Program: 

' a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) 1 will remain ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the laws of 
Texas, and I may be excluded from participation in tlie HTW Program. 


I also understand that, to enable HHSC to verify my or my organization’s eligibility to 
participate in the HTW Program, I must complete and return this certification form to 
HHSC as pari of this application. 

if statements 1 - 5 are all marked "true.” Indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
Certification year.) 
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Effective Date of Certification_ 09/01/17 


.through 08/31/2018 


Note: Each provider rhust complete a new certification and mail it to TMHP by the end of each 
calendar year. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification: 

□ Terminate HTW certification 


Signature: 






Date: 
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Healthy Texas Women Certification 

Legal Buainaea Name 
of Respondent: 

The Heidi Group 

This certification pertains to the following billing or performing provider: 

Provider Name 0A>a-(L^ _ 

Federal Tax ID Number IH ‘ _ 

NPl Number / ^7 I ^ C>(fi/ 3 ’S" _ 

If provider does not have an NPl, Submission Date of Medicaid Application_ 

Provider's primary billing address: 

Street Address 3 '3. 7 l C n _ 

Street Address City/State/2lp Code i) 4h h/:: j ~7~K 3 ^ 

Telephone Number ‘ 3 -"7A^7o ___ 

Provider's primary physical address: 

Street Address ^ 

Street Address CIty/State/Zip Code___ 

Telephone Number 


DEFINITIONS 

For th« purpoiai of thli csttifloaflon Ihd following ttrm» are defined at followai 

The term "a/f7//a(»" meant: ' 

An Individual or entity that hat a legal rilatipnahip with another entity, which ralatlonihip la oraatad or governed by at I 

laaat one WHltanlnalrumani that damonstrataa! . . i 

common ownafahip,mantgamam, or oontroli ; 

a (rahohlaa; or 

the granting or extension of a llcenao or othar egraamanf that aulhorizaa the affiliate to uaa the other enlll/e brand name, i 
trademark, service mark, or other reglateredidentifloallon mark. ! 

The "written Inatrumenta" refarenoed above may Include a certificate of formation, a franohlee agreement, elandarda of > 
affiliation, bylawe, or a license, but do not Include agreamenie related to a phyelolan'e participation In a physician group ; 
practica, such aa a hospital group agreeineni, staffing agreement, management agreement, or collaborallva praotloe 
agreernanl. j 

. " . • I 

Tha term "Fromot»“ meene advancing, furthering, advocating, or popularizing aloDllve abortion by, for example; ; 
taking affirmative action to teoure elactlve abortion aervicet for a HTW oileni (such ee making an sppolnimeht, obtaining 
' oonieni for the elective abortion, arranging for franaportallon, negotiating a reduction In ah elaotlva abortion provider fee, or ! 
arranging or sehedullng en aloctiva abortion procedura); howavsr, tha tarm doaa not Include providing upon tha patlent'a 
raqueet nautral, factual Information and nondirective counseling, Including the nenre, addreie, telephone number, and other : 
relevant Information about a provldarj / ' . . 

furnishing or diaplaying to a HTVU client Information that publicizes or adveitleaa an alsollve abortion aarvloa or provider; ; 

.< or ■ i 

using, displaying, or operating under a brand narne, Iradenterk, sarvice mark, or raglstered Identification mark of an 
organization that petforntt or Pfomotet elective abortions. 
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My name Is 0^ 1 _ I am the provider or, If the provider Is 

an organization! I am the provider’s (title or position) > e.nu t.. 0, ('»<' (ex' —^—, I am 
of sound mind, capable of making this certification, and I am personally acquainted with the 
facts stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider’s behalf. Throughout the remainder of this document, the word T 
will represent the individual provider that Is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form Is being completed on behalf of an 
organizational provider, the word‘T Is Inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 

I understand that, under Texas Human Resources Code, Section 32,024(C“1) and relating program 
rules In the Texas Administrative Code, I am not qualified to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or If I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 

By checking the boxes under each statement below, I affirm that each of the following statements Is 
true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 

1. I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions, 

(JKI affirm that this statement is true and correct. 

2. I am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

Of affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not, nor do any of my organization’s 
subcontractors. Promote Elective Abortions within the scope of HTW. ^ I affirm that this 
statement is true and correct, 

4. In offering or performing a IfITW service, I, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular; 

a. All HTW services are physically separated from any elective abortion activities, no matter 
what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

0 , None of the funds that 1, or any my organization’s subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization’s subcontractors’, 
accounting records confirm this; 

d. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

cn affirm that this statement Is true and correct. 

5. I do not, nor do any of my organization's subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered Identification mark of an organization 
that performs or Promotes Elective Abortions. 

tr1"afflrm that this statement Is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, 1 will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 
"HHSC") will deny any claims I submit for HTW services. 


• If, after I submit this signed certification, I, or any of my organization's subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or 1, or any my organization's subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before I, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fall to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW services. 

« If, while participating In the HTW Program, I, or any of my organization's subcontractors, perform 
or Promote an Elective Abortion, I will be disqualified from the HTW Program, Including any 
HTW contracts, and HHSC will deny any claims I submit for HTW services. 

• If I submit this certification and agree to its terms, but HHSC determines that I am In fact 
Ineligible to participate In the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 

: determination regarding my eligibility. 

• . If HHSC determines that I am ineligible to receive funds under the HTW Program: 

! a) HHSC may recoup HTW funds paid on claims that I have Incurred since the date the 
• provider became Ineligible; 

b) HHSC will deny all HTW claims that I have submltfad since the date of Ineligibility; and 

c) I will remain Ineligible to participate In the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certifloatlon, HHSC may 
consider me to have committed fraud or tampered with a government record under the laws of 
Texas, and I may be excluded from participation in the HTW Program. 


/ also undarstand that, to enable HHSC to verify my or my organization’s eligibility to 
participate In the HTW Program, I must complete and return this certification form to 
HHSC as part of this application, 

If statements 1 ~ 5 are all marked "true," Indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
Certification year.) 
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Effective Date of Certification 09/01/17 


.through 0B/31/2Q16 


Note: Each provider rhuet complete a new certification and mall It to TMHP by the end of each 
calendar year. 

If any of statements 1 - 6 are not true, you must request an Immediate termination of your HTW 
certification: 

□ Terminate HTW certification 



Printed Name:, 

Title: Ih Muj/u- r.f <" G 


Date: <^7, ^.'4: / 7 
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Legal Business Name 
of Contractor; 


Healthv Texas Women Certification 


THE HEIDI GROUP 




This cerlification pertains to the following billing or performing provider: 

Provider Name lA \ / 7^ 1^0 K 

Federal Tax ID Number B ___ 

NPI Number _ \'iL.s^uix%c.e _ _-_ 


If provider does not have an NPI, Submission Date of Medicaid Application_ 

Provider's primary billing address: . 

Street Address Lp 1"^ \a) . ^ ln\) 6>._ 

Street Address City/State/Zip Code ‘"TV 

Telephone Number _ 6b'3'%loO _ 

Provider’s primary physical address: 

Street Address _ 6^0 6 * 510 ^ B ,__ 

Street Address City/State/Zip Q. 06 & (jp^)f'\cirsd , 'TV 75^^ 3 _ 

Telephone Number 7 ^■'7 ___ 













4Q:^i4t4S; 
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My name is Cy\ v 5 .< D O _ 1 am ths provider or, tf the provider Is 

an organization, i amthe^videi’s (titleorposltlon) 

of sound mind, capable of making this certification, and 1 am personally acquainted vi^ith the 
facts stated here. If i am representing an organizational provider, I am authorized to make this 
cehtficatlon on the provider's behalf. Throughout the remainder of this document, the word "r 
will represent the Individual provider that Is completing this form or the on^janizational provider 
on whose behalf the form is being completed. If tills form is being completed on behalf of an 
organizational provider, the word "1" Is Inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these, 

1 understand that, under Texas Human Resources Code, Section 32.024(0-1) and relating program 
rules in the Texas Administrative Code. I am not qualified to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 

By checking the boxes under each statement below, I affirm that each of the following statements 
Is true. I understand that my failure fo mark each of the statements will be regarded as my 
representation that the statement Is false: 

1. I do not, nor do any of my organization's subcontractors, perform or Promote Elective 
/^rtlons. 

affirm that this statement is true and correct. 

2.1 am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

[TI affirm that this statement is true and correct. 

3, In offering or perfonning a HTW service, I do not. nor do any of my organization’s 
subcontractors, Promote Elective Abortions within the scope of HTW. 

15 ^affirm that this statement is true and comept. 

4. In offering or performing a HTW service, I, as well as my organization’s subcontractora, 
maintain physical and financial separation between any HTW actlvilias and any elective 
abortion-performing or abortion-promoting activity. In particular; 

R,. All HTW services are physically separated from any elective abortion activities, no 
matter what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization's 
subcontractors, does not have any board members who are also members of the 

• governing board of an entity that performs or Promotes Elective Abortions; 

c. ' None of the funds that 1, or any my organization’s subcontractors, receive for 

. performing HTW services are used to directly or indirectly support the performance or 
promotion of elective abortions by an affiliate, and my, and any of my organization’s 
subcontractors', accounting records confirm this; 

d. 1 do not, nor do any of my organization's subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

CS^afflrm that this statement is true and correct. 

5.1 do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service niarl<, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 

QMafflnn that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

■ If 1 fall to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 
“HHSC") will deny any claims I submit for HTW services. 

‘ (f, after I submit this signed certification, I, or any of my organization's subcontractors, perform, 

agree to perform, or Promote Efectivo Abortions, or I. or any my organization’s subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, 1 will notify HHSC at least 30 calendar days before I, or any of my organization's 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims 1 submit for HTW services. 

• If, while participating in the HTW Program, I, or any of my organization’s subcontractors, perfonTi 
or Promote an Elective Abortion. I will be disqualified from the HTW Program. Including any HTW 
contracts, and HHSC will deny any claims I submit for HTW services. 

* If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 

• If HHSC determines that I am Ineligible to receive funds under the HTW Program; 

. a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility: and 

c) I will remain ineligible to participate In the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

♦ If I knowingly make a false statement or misrepresentation on this certitication, HHSC may 
consider me to have committed fraud^tampered with a government record under the 
laws of Texas, and I may be excludfadTrom participation in the HTW Program. 


/ also understand that, to enable HHSC to verify my or my organization’s eligibility to 
participate In the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. 

If statements 1 ~ 5 are all marked "true," indicate the effective dates of your certification as follows; 
(The effective date of the Certification spans from the date bf forrYi completion through the end of the 
Certification year.) 
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Effective Date of Certification_ 09/01/17 _through 08/31/2018 _ 

Note: Each provider rfiust compiete a new certification and maii it to TMHP by the end of each 
caiendaryear. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification; 

□ Terminate HTW certification 


Signature; 





Printed Name:, 


Title: 


■Cc^hiD 
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Legal Business Man 
of Contractor: I 


Healthy Texas Women Certification 

THE HEIDI GROUP 


This certification pertains t» the fallowing biiiing or performing provider: 

Provider Name 'Ti>V\^Tj'vf I L)q 

Federal TaxiD Number_ Q H ^*2^ ^ __ 

NPI Number_ I ? (/? U (p 5 _ 






If provider does not have an NPI, Submission Date of Medicaid Application 
Provider's primaiy billing address: 


Street Address_ IBlUgl, P), 

Street Address City/State/Zip Gode~~i) "T'X '7^'P-'3.n 

Telephone Number _ 


Provider’s primary physical address: 

Street Address _ 

street Address,City/State/Zip Code *tX' _ 

Telephone Number_ P- i 'TO 3 _ 
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My name is _. 1 am the provider or, if the provider is 

an organization. I am the provider's (title or position) 1 am of 

sound mind, capable of making this certification, and I am personally acquainted with the facts 
stated here. If I am representing an organizational provider. I am authorized to make this 
certification on the provider's behalf. Throughout the remainder of this document, the word "I" will 
represent the individual provider that is completing this form or the organizational provider on 
whose behalf the form is being completed, if this form is being completed on behalf of an 
organizational provider, the word "I” is inclusive of the organization, owners, officers, employees, 
and volunteers, or any combination of these, 

I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules In the Texas Administrative Code, I am not qualified to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity that 
performs or Promotes Elective Abortions. 


By checking the boxes under each statement below, I affirm that each of the following statements Is 
true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 


1. I do not, nor do any of my organization's subcontractors, perform or Promote Elective 
Abortions. 

0 "\ affirm that this statement is true and correct. 


2.1 am not, nor are any of my organization's subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions, 
ip^l affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not, nor do any of my organization's 
subcontractors. Promote Elective Abortions within the scope of HTW. 

(0l affirm that this statement is true and correct. 


4. In offering or performing a ,HTW service, I, as well as my organization's subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity, In particular; 

a. All HTW services are physically separated from any elective abortion activities, no 
matter what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I, or any my organization’s subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization's subcontractors', 
accounting records confirm this; 

cl. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

Ct^ affirm that this statement is true and correct. 


5.1 do not, nor do any of my organization's subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that oerforms or Promotes Elective Abortions. 

eg I affirm that this statement is true and correct. 
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In addition, 1 underetand and acknowledge that; 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human SerAdces Commission (HHSC) or its designee (henceforth, 
“HHSC") will deny any claims I submit for HTW services. 

• If, after I submit this signed certification, I. or any of my organization's subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I. or any my organization's subcontractors, 
became an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, 1 will notify HHSC at least 30 calendar days before 1, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate witli an entity 
that does so. if I fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW services. 

If, while participating in the HTW Program, I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, I will be disqualified from the HTW Program, including any HTW 
contracts, and HHSC will deny any claims I submit for HTW services. 

• If I submit this certification and agree to Its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 

• If HHSC determines that I am ineligible to receive funds underthe HTW Program; 

. a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) I vw'll remain ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.0Z4(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud^tampered with a government record under the 
laws of Texas, and I may be exg|u<;le(Hrom participation in the HTW Program. 


I also understand that, to enable HHSC to verify my or my otyanization’s eligibility to 
participate in (he HTWr^ogram, I must complete and return ihia certification farm to 
HHSC as part of this application. 

If statements 1 - 5 are all marked ’’true.” Indicate the effective dates of your certification as follows: 
(The elective date of the Certification spans from the date df form completion through the end of the 
Certification year.) 
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Effective Date of Certification_ 09/01/17 _through 08/31/2018 _ 

Note: Each provider rfiust compiete a new certification and maii it to TMHP by the end of each 
caiendaryear. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification; 

□ Terminate HTW certification 


Signature; 





Printed Name:, 


Title: 


■Cc^hiD 









DocuSign Envelope ID: 840FCCEA-8DD5-427C-82B2-354C3A7B2232 


Healthy Texas Women Certification 

Legal Business Name 
of Respondent: 

_ The Heidi Gi'wi|2_ 


This certification pertains to the following billing oc performing provider: ^ 

Provider Name _ __ 

Federal Tax ID Number ^00^0*^^ OS _ 

NPI Number M-S ^0 ~1 S S ' \ TLT-S^~l^ 2 . 4 - 14 , 

If provider does not have an NPI, Submission Date of Medicaid Application_ 

Provider's primary billing address. 

Street Address 2»‘1 I ^ f" _ 

Street Address City/State/Zip Code A ^ ~l(e>Q [ O_ 

Telephone Number 'itn - (o33- 34-0 0 _ 

Provider's primary physical address; ^ i 

Street Address ^<0 (gO 

Street Address City/State/Zip Code 7~X ~ 1 (g Q f Q_ 

Telephone Nutnber_ 8n- 0-33 "3^ ^ ^ _ 


DEFINITIONS 

For Ihe puiposes o< this cantllcallon (ha (ollowing terms are defined as follows: 

Tlieterm “affit/ala" means. 

An Individual or enilly that has a legal relationship vsith another entity, which relationship Is created or governed by at 

least one wtUlert Instrument that demonstrates: 
common ownership, management, or control; 

' ' 8 franchise; or 

tho granting or extension of a license or other agreement that aulhorhes the ahlllato to use the other entity's brand name, 
trademarh, service mark, or other registered identification mark. 

The "written Insttrjnrents" refotanced above may Include a cBiltflcate of formation, a franchise agreement, standards of 
affiliation, bylaws, or a license, but do nol Include Rgreemenls related to a physician’s participation In a physician group 
practice, such as a hospital group agreement, staffing agreement, management agreement, or collaborative practice 
agreement. 

The term "Promote" means advancing, furthering, advocating, or popularaing elective abortion by, for example: 
taking affirmative action to secure elective abortion services for a HTW cllenl (such as making an appointment, obtaining 
consent for fhe elective abortion, arranging for transportation, negotiating a reduction In an elective abortion provider fee, or 
arranging or scheduling an elective abortion procedure); hovrever, the term does nol Include providing upon the patient's 
request neutral, factual Irtformallon and nondirective counseling. Including the name, address, telephone number, and other 
relevant Information about a provider; 

furnishing or displaying to a HTW client Information that publicizes or advertises an elective abortion service or provider; 

or _ - 

using, displaying, or opei aliiiy under a brand name, trademark, service mark, or reglsleied Idcnllflcallpn mark of an 
organization that performs or Promotes elective abortions. 
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My name is (IaI^hC i atn the ptoviderer, If the provider is 

an organization, I am the provider’s (title or position) ^ -l am 

of sound mind, capable of making this certification, and I am personally acquainted with the 
facts stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider’s behalf. Ttiroughout the remainder of this document, the word "I’ 
will represent the individual provider lhat is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word ’1" is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these, 

I understand that, under Texas Human Resources Code, Section 32.024(c-1} and relating program 
rules in the Texas Administralive Code. I am not qualiTied to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 

By checking the boxes under each statement belov;, I affirm that eacfi of the following statements is 
true. I understand ttiat rny failure to mark each of the statements will be regarded as my 
representation lliat tlie stalenient is false; 

1. I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. 

^„f=T^affirm that this statement is true and correct. 

2. I am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Eteclive Abortion.?. 

affirm that this statement is true and correct, 

3. In offering or perfonning a HTV/ service. I do not, nor do any of my organization’s 
subcontractors. Promote Elective Abortions within the scope of HTW.p' I affirm that this 
statement is true and correct. 

4. In offering or performing a HTW service, I, as well as rny organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular: 

a. All HTW services are physically separated from any elective abortion activities, no matter 
what entity is responsible for the activities; 

b. The governing board or other body that contiols me. or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of tho funds lhat I, or any my organization’s subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization’s subcontractors’, 
accounting records cotifirm this; 

d. 1 do not, nor do any of my organization’s subcontractors, display any signs or materials 
lhat Promote Elective Abortion at any locations or in any public electronic 
conjmunicalions. 

I affirm tliat this slatemenl is true arrd correct. 

5. I do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that peilorms or Promotes Elective Abortions. 

_Cf''faffirm lhat fliis slatemenl is true and correct. 
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In addition, I understand and acknowledge that; 

• If I fall to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 

"HHSC") will deny any claims I submit for HTW services. 

• If, after I submit this signed certification, I, or any of my organi 2 ation's subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization's subcontractors, 
become an Affiliate of, or agree to affiliate witti, an entity that petforrns or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before 1, or any of my organization’s 
subcontractors, perfotrn or Promote an Elective Abortion or become an Affiliate with an entity 
lhat does so. If 1 fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW services, 

• If, while participating in the HTW Program, I, or any of my organization's subcontractors, perform 
or Promote an Elective Abortion, 1 will be disqualified from ttie HTW Program, including any 
HTW contracts, and HHSC wilt deny any claims I submit for HTW services. 

• If I submit this certification and agree to its terms, but HHSC determines that i am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding myetigtbility. 

. If HHSC determines that f am ineligible to receive funds under the HTW Program: 

' a) HHSC may recoup HTW funds paid on claims that 1 have incurred since tho date the 
provider became ineligible; 

b) HHSC will deny at! HTW ctaims that 1 have submitted since the date of ineligibility: and 

c) I will remain Inelioible to participate in the HTW Prograin until t comply with Texas Human 
Resources Code Section 32.024(crt) and relating program rules in the Texas 
Administrative Code. 

. If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committerl fraud or tampered with a government record under the laws of 
Texas, and I may be excluded from participation in the HTW Program. 

/ a/so understand that, to enable HHSC to verify my or my organization’s eligibility to 

participate In the HTW Program, I must complete and return this certification form to 

HHSC as part of this application. 

If statements 1 - 5 are all marked "true," indicate the effective dates of your certification as follows: 

(The effective date of the Certification spans from the date of form completion through the end of the 

Certification year.) 
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Effective Date of Certification_ 09/01/17 _through 08/31/2018 _ 

Note; Each provider must complete a new certification and mail it to TMHP by the end of each 
calendar year. 

If any of statements 1-5 are not true, you must request an immediate termination of your HTW 
certification: 

n Terminate HTW certification 


Signature: 


C V. — t) 


V. 


Printed Name; 


( \ A V \(J w K 0 w 


Title- 


f 
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Healthy Texas Women Certification 

Legal Business Name 
of Respondent; 

_Ti ifi Hftidi Group _ 


This certification pertains to the following billing or performing provider; 

aitAt C ^ ‘ I ii^\ 

Provider Name 'Tce^V q X[^\ <h \ M 

Federal Tax ID Number . 3!QlQ3SI^ ' ^ _ 

MPI Number \ ^ 0 1.^ S'(fi j _ 

If provider does not have an NPI, Submission Dale of Medicaid Application_ 


Provider's primary billing address; ^, , ' t / _ 

Street Address ^ 

Street Address Cily/Stale/Zip Code i “TX Q 

Telephone Number_^13 _ 

Provider's primary physical addre^: 

Street Address 


^ > 1 / 

/Pg^^ _ 

street Address City/State/Zip Code QOG/I ^ *74 ^^"7 

Telephone Number_ _ ^^0 “ V6 g*" 6j* _ 


DEFINITIONS 

For the purposes of this certification the follovalna terms are defirtetl as follows: 

The feiw '"ainiiaie" nwans: 

An Individual or antlly that has a legal lelationsfitp with another entity, which relationship Is created or governed by at 

least one written Instrument that demonstrates: 
common ownership, management, or control; 
a franchise; or 

the granting or oxtension of a license or other agreement that aulhorizos the affilialB to use the other entity's brand name, 
trademark, service mark, or other registered identification mark. 

The "written instruments” referenced above may Include a certificate of formation, a francftlse agreement, standards of 
affiliation, bylaws, or a license, but do not include agreements related to a pfrysiclan's participation in a physician group 
practice, such as a Itospital group agreement, staffing agreemettl. management agreement, or collaborative practice 
agreement. 

Thu term "Promote" means advancing, futtliDrliig, advocating, or popularizing olecllvo abortion by, for example: 
taking affirhiatlve action to secure elective abortion services for a HTW client (such as making an appointment, obtaining 
consent for fho elective abortion, arranging for transportation, negotlallng a reduction In an elective abortion provider fee, or 
arranging or scheduiki^ an elective abortion procedure); liowever. the term does not include providing upon the patient s 
request neutral, factual Information and nondirective counseling. Including the name, address, telephone number, and other 
relevant Information about a provider; 

furnishing or displaying to a HTW client information that publicizes or advertises an elective abortion service or provider; 

or ■ 

using, displaying, or operating under a brand name, trademark, service mark, or registered Identification mark of an 
organization that performs or Promotes elective abortions. 
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My name is O I am the provider or. if the provider is 

an organization, I am the provider's (title or position)_ Q -| am 

of sound mind, capable of making this certification, and I am personally acquainted w/ith tho 
facts slated here. If I am representing an organizational provider. I am authorized to make this 
certification on the provider’s behalf. Tirroughoul the remairtder of this document, Itie word “I" 
will represent the individual provider that is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word ''f is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of Itrese. 

I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate In HTW; or to bill tho 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 

By checking the boxes under each statement below, I affirm that each of the following statements is 
true. I understand that my failure to mark eadi of the sta'ements will be regarded as my 
representation that the statement is false- 

1. I do not, nor do any of my organization's subcontractors, perform or Promote Elective 
Abortions. 

.0^ affirm thal this statement is true and Gorrecl. 

2. I am not, nor are any of my organization’s subcontractors, an Affiliate of an entity thal 
performs or Promotes Elective Abortions, 

ji3- I affirm that lliis statement is true and correct. 

3. In offering or performing a HTW service, I do not, nor do any of my organization’s 
subcontractors. Promote Elective Aborilons within the scope of HTW.jR'1 affirm that this 
statemerjl is true and correct. 

4. In offering or performing a HTW service, t, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular; 

a. All HTW services are phy.sically separated from any elective abortion activities, no matter 
what entity is responsible for the activities; 

b. The governing board or other body Itrat controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of tho funds thal 1, or any iny organization’s subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an atliliate, and rny, and arry of my organization’s subcontractors, 
accounting records confirm this; 

d I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications 

ET i affirm that this statement is true and correct. 

5 . I do not, nor do any of my organization’s subcontractors, use, display, or operate under a 

brand name, trademark, ser'/ice mark, or registered identification mark of an organization 

that performs or Promotes Elective Abortions, 

Wrt"! affirm that this statement Is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 

‘HHSC") will deny any claims I submit for HTW services. 

• If. after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perfomi, or Promote Elective Abortions, or I, or any my organization's subcontractors, 
become an Affiliate of. or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before I, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so If 1 fail to notify HHSC as required. I will be disqualified from the HTW Program and 
HHSC v/ill deny any claims I submit for HTW services. 

• If, while participating in the HTW Program, I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, I will be disqualified from ttie HTW Program, including any 
HTW contracts, and HHSC v/ill derry any claims I submit for HTW services. 

• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
Ineligible to participate In the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTV'./ services until HHSC can make a final 
determination regarding my eligihility. 

« If HHSC determines that 1 am ineligible to receive funds under Ihe HTW Program: 

a) HHSC may recoup HTV'/ funds paid on claims that I have Incurred since the dale the 
provider became ineligible; 

b) HHSC will deny all HTW claims that 1 have submitted since the date of ineligibility; and 

c) 1 will remain ineligible to participate in ttie HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, hlHSC may 
consider me to have committed fraud or tampered with a government record under the laws of 
Texas, and I may be excluded from participation in the HTW Program. 

/ also uiidersfand that, to enable HHSC to verify my or my organization's eligibility to 

participate In the HTW Program, I must complete and return this certification form to 

HHSC as pari of this application. 

If statements 1-5 are all marked ’'true," indicate the effective dates of your cerlification as follows: 

(The effective dale of the Certification spans from the date of form completion through the end of the 

Certification year.) 
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Effective Date of Certification_ 09/01/17 


through 08/31/2018 


Note: Each provider must complete a new certification and mail it to TMHP by the end of each 
calendar year. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification; 

G Terminate HTV/ certification 


Signature: 



Printed Name: 



Tltlo: 


FfOf* <BC 
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Healthy Texas Women Certification 

Legal Business Name 
of Respondent: 

The Heidi Group 


This certification pertains to the following billing or performing provider: 

Provider Name_ O'f 

Federal Tax ID Number, __ 

NPI Number 11 H E) 8 oL(D _____ 

If provider does not have an NPi, Submission Date of Medicaid Appiication_ 

Provider’s primary billina address: r ! D 

Street Address ^>0^ N(m l£nLVOO ^ _ 

Street Address City/State/Zip Code /ulcrT-y n^loS- 

Teiophono Number _ 

Provider's primary ph^ical address: 

Street Address Nnflh G ItriLOOiOd _ 

Street Address City/State/Zip Code -nirjr -r&VaA -IFTlOa^ 
Teiephone Number. qr)a-535^qAH-i _ 


. ... - ’’DEFINITIONS 

For the purposes of this certification the follovring terms are defined as follows: 

, Tile term "aWllato” means: 

An Individual or entity tluit lias a legal relationship tvilh another ontily. which felalioriship Is created or governed by at 

least one written iristrument that demonstrates: " ■ 

common ownership, thanagomont, or control: 
a franchise; or 

the granting or extension of a license or oilier agreement that authorizes the affiliate to use the other entity's brand name, 
trademark, service mark, or other registered identification tnark.^ 

Tlie "written Instruments" referenced above may Include a certificate of formation, a franchise agreement, standards of 
affiliation, bylaws, or a license, but do not Include agrijemenls related to a physician's participation In a physician group 
practice, such as a hospital group agreement, staffing agreement, management agreement, or collaborative practice 
agreement. 

The term "Promofo" means advancing, furthering, advocating, or popularizing elective abortion by, for example: 
taking alllrmatlvo action to secure elective abortion services for a HTW client (such as making an appointment, obtaining 
consent for the elective abortion, arranging lor transportation, negotiating a reduction In an elective abortion provider foe, or 
arranging or scheduling an elective abortion procedure); however, tlie term does not Include providing upon the patient's ^ 
request neutral, factual Information and riohdlrectlve counseling. Including the name, address, telephone number, and ottier 
relevant Information about a provider; ' ' '>.■ • '' ' ' ^ 

furnishing or displaying to a HTW client information that publicizes or advertises an elective abortion service or provider; 

V or:'' ' 

using, displaying, or operating under a brand name, trademark, service mark, or registered Identllicatlon mark of an 
organization that performs or Promotes elective abortions. 
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My name is. 


Aiiams 


I am the provider or, if the provider is 

T4 £ <0 


an organization, I am the provider’s (title or position). 

of sound mind, capable of making this certification, and I am personally acquainted with the 
facts stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider’s behalf. Throughout the remainder of this document, the word “1" 
will represent the individual provider that is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word “I” is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 


I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate In HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 


By checking the boxes under each statement below, I affirm that each of the following statements Is 
true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 


1. I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. 


^ I affirm that this statement is true and correct. 

2. I am not, nor are any of my organization's subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

^ 1 affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not, nor do any of my or^nization’s 
subcontractors. Promote Elective Abortions within the scope of HTW.'ra I affirm that this 
statement is true and corrept. 

4. In offering or performing a ^TW service, I, as well as my organization s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular; 

n. All HTW services are physically separated from any elective abortion activities, no matter 
what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization s 
subcontractors, does not have any board members who are also mernbers of the 
governing board of an entity that performs or Promotes Elective Abortions: 

c. None of the funds that I, or any my organization's subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my. and any of my organization’s subcontractors’, 
accounting records confirm this; 

(1. 1 do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 


communications. 

I affirm that this statement is true and correct. 

I do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 

I affirm that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 

“HHSC”) will deny any claims I submit for HTW services. 

• If, after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization’s subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before I, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims 1 submit for HTW services. 

• If, while participating in the HTW Program, 1, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, I will be disqualified from the HTW Program, including any 
HTW contracts, and HHSC will deny any claims I submit for HTW services. 

• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 

• If HHSC determines that I am ineligible to receive funds under the HTW Program; 

■ a) HHSC may recoup HTW funds paid on claims that I have Incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims ihat I have submitted since the date of ineligibility; and 

c) I will remain ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the laws of 
Texas, and I may be excluded from participation in the HTW Program. 

/ also understand that, to enable HHSC to verify my or my organization’s eligibility to 

participate In the HTW Program, I must complete and return this certification form to 

HHSC as part of this application. 

If statements 1 - 5 are all marked "true.” indicate the effective dates of your certification as follows: 

(The effective date of the Certification spans from the date of form completion through the end of the 

Certification year.) 
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Effective Date of Certification_ 09/01/17 


.through 08/31/2018 


Note: Each provider must compiete a new certification and mail it to TMHP by the end of each 
calendar year. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification; 

□ Terminate HTW certification 


Signature:, 



Printed Name: 




Ams. 


Title: 




Date; 




1 
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Legal Business Name 
of Contractor: 


Healthy Texas Women Certification 

THE HEIDI GROUP 


This certification pertains to the foilowing billing or performing provider: 
Provider Name Ramiro Leal, MD - 


Federal Tax ID Number 26-1404694 
NPI Number 1356304281 _ 


If provider does not have an NPI, Submission Date of Medicaid Application. 
Provider’s primary biliing address: 

Street Address 1900 S Jackson Rd S4 __—-- 

Street Address City/State/Zip Code McAllen. T exas 78503- 

Telephone Number_956-971-9930---- 

Provider’s primary physical addres^ 

S.,«et Address 1900 8 Jackson Rd. S4 - 


Street Address City/State/Zip Code_ McAllen. Texas 78503 

Telephone Number. 956-971-9930^ 
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DocuSign Envelope ID: 840FCCEA-8DD5-427C-82B2-354C3A7B2232 


My name is _ 
an organizatic 



I am the provider .or. if the provider is 

I am of 


sound mind, capable of making this certification, and i am personally acquainted with the facts 
stated here, if I am representing an organizational provider. I am authorized to make this 
certification on the provider's behalf. Throughout the remainder of this document, the word‘T will 
represent the individual provider that is completing this form or the organizational provider on 
whose behalf the form is being completed. If this fomi is being completed on behalf of an 
organizational provider, the word 'T' is inclusive of the organization, owners, officers, employees, 
and volunteers, or any combination of these, 

I understand that, underTexas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate In HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity that 
performs or Promotes Elective Abortions. 

By checking the boxes under each statement below, I affirm that each of the following statements is 
true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 

i. I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 

ortions. 

affirm that this statement is true and correct. 



2.1 am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions, 

affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not, nor do any of my organization s 
subcontractors. Promote Elective Abortions within the scope of HTW. 

(2n affirm that this statement is true and correct. ' 

4. In offering or perfonning a HTW service, I, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity, In particular: 

a. All HTW services are physically separated from any elective abortion activities, no 

matter What entity is responsible for the activities; ^ 

b. The governing board or other body that controls me, or any of my organization s 

subcontractors, does not have any board members who are also mennbers of the 
governing board of an entity that performs or Promotes Elective Abortions; 

0 . None of the funds that I, or any my organization's subcontractors, receive for performing 
HTW services are used to directly or indirectly supportthe performance or promotion of 
elective abortions by an affiliate, and my. and any of my organization’s subcontractors, 
accounting records confirm this; 

d. 1 do not, nor do any of my organization's subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

Ca 1 affirm that this statement is true and correct. 


5 ,1 do not, nor do any of my organization's subcontractors, use, display, or operate under a 
" brand name, trademark, service mark, or registered identification mark of an organization 
tt ' erforms or Promotes Elective Abortions. 



affirm that this statement is true and correct. 


FY18 & FYt^HeaUhy'fexas Women Program Renewal 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
tho Texas Health and Human Services Commission (HHSC) or its designee (henceferth, 
‘'HHSC") will deny any claims I submit for HTW services. 


• If, after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization's subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before I, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW seivices. 

• if, while participating in the HTW Program, I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, I will be disqualified from the HTW Program, including any HTW 
contracts, and HHSC will deny any claims I submit for HTW services. 


• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 


• If HHSC determines that I am ineligible to receive funds under the HTW Program: 

a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) I will remain ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the 
laws of Texas, and I may be excluded from participation in the HTW Program. 


/ also understand that, to enable HHSC to verify my or my organization’s eligibility to 
participate in the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. 

If statements 1 - 5 are all marked "true," indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
Certification year.) 
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Effective Date of Ceitification 09/01/2017 through 08/31/2018 . 


Note: Providers must compiete a new certification annually. 

If any of statements 1—5 are not true, you must reguest an immediate termination of your HTW 
certification: 



Date: 


'b-8'!'^ 


Vvis & FY19 HeaUhy Texas Women Program Renewal 
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Healthy Texas Women Certification 

Legal Business Name 
of Respondent: 

The Heidi Group 

This certification pertains to the following billing or performing provider: 


Provider Name 1 u 



Federal Tax ID NumlW 
NPI Number 

' 4 , 

_ 



If provider does not have an NPI, Submission Date of Medicaid Application_ 

Provider's primary billing address: . TD t \ 

Street Address _ I DPI tofylh _ 

street Address City/State/Zip Code. Cu-VveAS / ^ ~1 

Telephone Number _ QnS-Qb‘V'Soa‘4 _ 

Provider's primary physical address: . . 

Street Address, \oni Mo<-4h ra,lg-&Vir\e- _ 

Street Address City/State/ZIp Code TAX _ S 1, 

Telephone Number _ 


. 77:....DEFINITIONS^ . ' 

■ For the purposes of this celtlflcallpnthe.fpilowlng terms are defined as foll^^ ■ • 

. . ' •' r' 

V . -Theterm."aW//afo'?.means: • , 

• An Individual or entity that has a legal relationship with aripttidf entity, which relitloriship is'cfeated or goyerned by at 
' - "■ ieastondwrIttenjhstrUnientthatdemonstfaites:- ■ 

common ownership, mahagement, or control; 

a franchise; or '''' 

tho granting or extension of a license or other agreement that.authorizes, the affiliate to use the other entity’s brand name, 
trademark, son/lce mark, or other registered Identification mark. ; 


The "written Instruments" referenced above may include a certificate .of formation, a frahchlse agreement, standards of 
affiliation, bylaws, or a license, but dp hot include agreements related to a physician’s pariiclpatlpri ln a physician group 
practice, such as a hospital group agreement, staffing agreement, management agreethehl, or collaborative practice. . 
agreement. ' •: i ' . ■ , ’ ’ ^ 


The term "Promote", means advancing, furthering, advocating, or popularizing elective abortion by, for example; 
taking affirmative action to secure elective abotlion services fora HTW cllerit (such.as making an appointment, obtaining 
■consent for the elective abortion, arranging for transportation, negotiating a reduction in an elective abortion provider fee, or . 
arranging or scheduling an elective abortion procedure); howevet, the terrn’does not Include providing upon the patient’s - 
request neutral, factual Information and nondirective counseling, Includjng the name, address, telephone number, and other 
;relevant Information about a provider; 7 ■ 

‘ furnishing or displaying to a HTW client Information that p.ubllclzes or advertises an oloctiyo abortion service or provider; j 

i ' _ . .•'7' or'. ‘ ‘ - ■ < 

.. ' using, dispiaying, or operating under a brand name, trademark, service mark, or registered Identification mark of an ' ; 
'" 7 . ..organization that performs or Promofes elective abortions. ■' j 
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My name is, 


Jlic-h/irJ Adams 


. I am the provider or, if the provider is 
T.ED --lam 


an organization, I am the provider’s (title or position). 

of sound mind, capable of making this certification, and I am personally acquainted with the 
facts stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider’s behalf. Throughout the remainder of this document, the word "I" 
will represent the individual provider that Is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form Is being completed on behalf of an 
organizational provider, the word "1" is Inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 


I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules In the Texas Administrative Code, I am not qualified to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 


By checking the boxes under each statement below, I affirm that each of the following statements Is 
true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false; 


1. I do not, nor do any of my organization's subcontractors, perform or Promote Elective 
Abortions. 

^ 1 affirm that this statement is true and correct. 

2. I am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

^ I affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not, nor do any of my or^nization’s 
subcontractors. Promote Elective Abortions within the scope of HTW.'J^ 1 affirm that this 
statement is true and corrept. 

4. In offering or performing a HTW service, I, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular; 


5. 


a. All HTW services are physically separated from any elective abortion activities, no matter 
what entity is responsible for the activities: 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I, or any my organization’s subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization’s subcontractors’, 
accounting records confirm this; 

d. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 


communications. 

^ I affirm that this statement is true and correct. 

I do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 

I affirm that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 
"HHSC”) will deny any claims I submit for HTW services. 

• If, after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization’s subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before I, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fall to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW services. 

• If, while participating in the HTW Program, I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, I will be disqualified from the HTW Program, including any 
HTW contracts, and HHSC will deny any claims I submit for HTW services. 

• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 

• . If HHSC determines that I am ineligible to receive funds under the HTW Program: 

!. a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
: provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) I will remain ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the laws of 
Texas, and I may be excluded from participation in the HTW Program. 


I also understand that, to enable HHSC to verify my or my organization's eligibility to 
participate in the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. 

If statements 1 - 5 are all marked "true," Indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
•Certification year.) 
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Effective Date of Certification ■ 09/01/17 


.through 08/31/2018 


Note: Each provider must complete a new certification and mail it to TMHP by the end of each 
calendar year. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification: 

□ Terminate HTW certification 


Signature: 




Title: 
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Healthy Texas Women Certification 

Legal Business Name 
of Respondent: 

The Heidi Group 

This certification pertains to the follovi^ing billing or performing provider: 

Provider Name C_^rcVe c>^ 

Federal Tax ID Number. ?4B5 _ 

NPI Number \ \ 0> _ 

If provider does not have an NPI, Submission Date of Medicaid Application_ 

Provider’s primary billing address: ^ 

Street Address Umryvercfe-_, 

Street Address City/State/Zip Code 

Telephone Number. Qp^-mh^nco _ 

Provider’s primary physical address: ^ 

Street Address ■g\n _ 

Street Address City/State/Zip Code^^LkSaCmAk:_~T^ — 

Telephone Number _ 

DEFINITIONS 

For the purposes of this corllficalion the (ollowinq terms are defined as follows: 

The term''off///afo"nieans: 

An Individual or entity that has a legal relatiorishlp with another ontlly, which relationship Is created or governed by at 

least one written Irtstrument that demonstrates; 
common ownership, management, or control; 
a franchise; or 

the granting or extension of a license or other agreement that authorizes the affiliate to use the other entity’s brand name, 
trademark, service mark, or other registered Identification mark. 

The ‘Vvritten Instruments” referenced above may include a certifleate of formation, a franchise agreement, standards of 
affiliation, bylaws, or a license, but do not include agreements related to a pttysiclan's parttcipatlon In a physician group 
practice, such as a hospital group agreement, staffing agreenrent, management agreement, or collaborative practice 
agrootTienl. 

The term “Promote" moans advancing, furthering, advocating, or popularizing elective abortion by, for example: 
taking alfirmativo action to secure elective abortion services for a HTW client (such as making an appointment, obtaining 
'consciit for the elective abortion, arranging for transportation, negotiating a reduction In An elective abortion provider foe, or 
arranging or scheduling an elective abortion procedure); however, Itie term does riot Include providing upon the patient's 
request neutral, factual Information and nondirective counseljrig. Including the name, address, telephone number, and other 
relevant Information about a provider; 

furnishing or displaying to a HTW client Information that publicizes or advertises an elective abortion service or provider; 

or 

using, displaying, or operating under a brand name, trademark, service mark, or registered Identification mark of an 
organization that performs or Promotes elective abortions. 
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Adanvi 


. I am the provider or, if the provider is 

'c,En 


am 


My name Is. 

an organization, I am the provider's (titie or position). 

of sound mind, capable of making this certification, and I am personally acquainted with the 
facts stated here. If I am representing an organizatlonai provider, I am authorized to make this 
certification on the provider's behalf. Throughout the remainder of this document, the word “I" 
will represent the individual provider that Is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word “I" Is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 


I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate in HTV/; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 


By checking the boxes under each statement below, I affirm that each of the following statements is 
true, i understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false; 


1. I do not, nor do any of my organization's subcontractors, perform or Promote Elective 
Abortions. 

^ I affirm that this statement is true and correct. 

2. I am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

^ I affirm that this statement is true and correct. 

3. in offering or performing a HTW service, I do not, nor do any of my organization’s 
subcontractors. Promote Elective Abortions v;ithin the scope of HTW.'^ I affirm that this 
statement is true and correct. 

4. In offering or performing a HTW service, I, as well as my organization's subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular 


5. 


a. Ail HTW services are physically separated from any elective abortion activities, no matter 
what entity is responsible for the activities: 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I. or any my organization's subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization’s subcontractors’, 


accounting records confirm this; 

d. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

I affirm that this statement Is true and correct. 

I do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 

I affirm that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 

“HHSC”) will deny any claims I submit for HTW services. 

• If, after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization's subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 

Abortions, I will notify HHSC at least 30 calendar days before I, or any of my organization’s ; 

subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity j . 

that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and j 

HHSC will deny any claims I submit for HTW services. t 

i 

• If. while participating in the HTW Program, I, or any of my organization’s subcontractors, perform | 

or Promote an Elective Abortion, I will be disqualified from the HTW Program, including any | 

HTW contracts, and HHSC will deny any claims I submit for HTW services. | 

t 

I 

• If I submit this certification and agree to its terms, but HHSC determines that I am in fact [ 

ineligible to participate in the HTW Program, HHSC may place a payment hold on claims [ 

submitted by me or my organization for HTW services until HHSC can make a final 

determination regarding my eligibility. 

• If HHSC determines that I am ineligible to receive funds under the HTW Program: 5 

’ a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the ‘ i 

: provider became ineligible; ■ i f 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and \ 

c) 1 will remain ineligible to participate in the HTW Program until 1 comply with Texas Human 

Resources Code Section 32.024(c-1) and relating program rules in the Texas I 

Administrative Code. |i 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the laws of 
Texas, and I may be excluded from participation In the HTW Program. 

/ also understand that, to enable HHSC to verify my or my organization’s eligibility to | 

participate in the HTW Program, i must complete and return this certification form to \ 

HHSC as part of this application. j 

If statements 1 - 5 are all marked "true." indicate the effective dates of your certification as follows: | 

(The effective date of the Certification spans from the date of form completion through the end of the j 

Certification year.) ] 

I 

\ 


i 
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Effective Date of Certification_ 09/01/17 _through 08/31/2018 _ 

Note: Each provider must complete a new certification and mail it to TMHP by the end of each 
calendar year. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification: 


□ Terminate HTW certification 
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Healthy Texas Women Certification 

of Respondent: the HEIDI GROUP 


This certification pertains to the following billing or performing provider: 


Provider Name _ 

Federal Tax ID Number 
NPI Number _ 


Michael McFarland, MD 
74-2471744 
1407934797 


if provider does not have an NPI, Submission Date of Medicaid Application 
Provider's primary billing address: 

Street Address___ 1105 Oak Street. Ste A _ 

Street Address City/State/Zip Code_ Jourdanton, Tx 78026 _ 

Telephone Number_ 830-769-2181 _ _ 

Provider's primary physical address: 

Street Address_ 1105 Oak Street, Ste A _ 

Street Address City/State/ZipCode_ Jourdanton, Tx 78026 _ 

Telephone Number_ 830769-2181 _ 


DEFINITIONS , 

For the purposes of this certification the follovring tenns are defined as follows: 

The term‘iaffi/fafe” means: 

An individual or entity that has a legcd relationship with another entity, which relationship is created or governed by at 

least one written instrument that demonstrates: 
conamm ownership, managements or control; 
a franchise; or 

the grahtliig or extension of a license or ottier agreement lhat authorizes the affiliate to use the other entity’s brand name, 
trademark, service mark, or other registered identification mark. 

The‘\vriften instruments” referenced abor» may include a certificate of formation, a franchise agreement, standards of 

but do not include agreements related to a physician’s participation in a physiciair group 
■ practice, such as a hospital group agreement, staffing agreement, management agreement, or collabpratiye practice 

agreement 

The term "Promote" means advancing, furthering, advocating, or popularizing elective abortion by. for example: 
taking affirmative action to secure elective abortion services for a HTW elient (such as maKing an appplntnient, obtaining ; 
consent for the elective abortion, arranging for transportation, negotiating a reduction in an elective aboilipn provider fee, or 
arranging or scheduling an elective abortion procedure); however, the term docs not include providing upon the patient’s ^ 
request neutral, factual information and nondirective counseling, including the name, address, telephone number, and other 

relevant information about a provider; 

furnishing or displaying to a HTW client information that publicizes or advertises an elective abortion service or provider; s, 

using, displa^ng, or operating under a brand name, trademark, service mark, or registered identification mark of an 
organization that performs or Promotes elective abortions. 
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My name is_ Michaei McFarland, MD [ provider or, if the provider is 

an organization, i am the provider's (titie or position)_ physician/OWner -• ^ 

of sound mind, capabie of making this certification, and i am personally acquaimea with the 
facts stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider’s behalf. Throughout the remainder of this document, the word T 
wilf represent the individual provider that is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word T is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 


1 understand that, under Texas Human Resources Code, Section 32.024{c-1) and relating program 

rules in the Texas Administrative Code, l am not qualified to participate in HTW; or to bill the -. 

program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 

By checking the boxes under each statement below, I affirm that each of the following statements 
is true. I understand that my failure to mark each of the statements vwli be regarded as my 
representation that the statement is false: 

1. I do not, nor do any of my organization's subcontractors, perform or Promote Elective 
Abortions. 

a I affirm that this statement is true and correct. 

2.1 am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

iSt I affirm that this statement is true and correct. 

3. in offering or performing a HTVV service, 1 do not, nor do any of my organization’s 
subcontractors. Promote Elective Abortions within the scope of HTW. 

^ I affirm that this statement is true and correct. 

4. In offering or performing a HTW service, I, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular; 

a. All HTW services are physically separated from any elective abortion activities, no 
matter what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I, or any my organization’s subcontractors, receive for 
performing HTW services are used to directly or indirectly support the performance or 
promotion of elective abortions by an affiliate, and my, and any of my organization’s 
subcontractors’, accounting records confirm this; 

d. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

^ I affirm that this statement is true and correct. 

5.1 do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 

^ \ affirm that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 
‘‘HHSC”) will deny any claims I submit for HTW services. 


• If, after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization’s subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before I, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW services. 

• If, while participating in the HTW Program, I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, I will be disqualified from the HTW Program, including any HTW 
contracts, and HHSC will deny any claims I submit for HTW services. 

• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 

• If HHSC determines that I am ineligible to receive funds under the HTW Program: 

a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) I will remain ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the 
laws of Texas, and I may be excluded from participation in the HTW Program. 


I also understand that, to enable HHSC to verify my or my organization's eligibility to 
participate in the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. 

If statements 1 - 5 are all marked "true,” indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
Certification year.) 
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03/13/2017 05:83PM 8307692858 

RECEIVED 03/09/2017 08:33PM 8307692858 


MCFARLAND, MD 


PAGE 05/05 


MCFARLAND. MO 


Effflollve Dflte of Certification 09/ 01/2017 thfougfi 

Note: Pfovldero muet oompiate a new oeillfiKaHon annually. 

If any ofatatementB 1 - d are not ti nts, you itiust request an (unupfUata tenninatlon of your WTW 
certitlcatlon: 


O Terminal© HTW certlficatioh 



PfirtiedName: Miohaai McFarlandi mp 

TItIa- Phyeiolgn/owner_ _ 


Date: 


aiMl 
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Legal Business Name 
of Contractor: 


! 


Healthy Texas Women Certification I 

i 

THE HEIDI GRQUe^ ,. 1 I 


This certification pertains to the following billing or performing provider: 


Norma Mendiola 


Provider Name, 

Federal Tax ID Number 62-16560 22 
NPI Number_1942608963 





If provider does not have an NPI, Submission Date of Medicaid Application 
Provider’s primary billing address: 

Street Address 427 E Duranta Ave 

Street Address City/State/Zip Code Alamo, Texas 78516 __ 

Telephone Number_ 956-787-0770 _ 

Provider's primary physical address: 

Street Address 427 E Duranta Ave _ 

Street Address City/State/Zip Code Alamo, Texas 78516 _ 

Telephone Number_ 956-787-0770 . .. 


DEFINITIONS 

For (ho purposes of this certificstion the following terms are defined as foliate's: 

The term "affiliate" means: 

An Individual or entity that has a fegal relationship with another ontity, which relationship Is created or governed by at 

least one written Insinimont that demonstrates: 
common ownership, managemortt, or control; | 

a franchise; or i 

I 

the granting or oxtenslon of a Itcenaa or otiror agreoment that authorizes Iho affiliate to use the other ontity'd brand name, trademark, service 

mark, or other rsglsterori identification mark. j , 

I 

Tho''wrltten Instruments" referenced above may Include a certificate of formation, a franchise agrosmont, sUndards of affiliation, bylaws, or a 
license, but do not include agreements related to a physician’s participation in a physician group practice, su »h as a hospital group agreement, 
stafilng agreement, management agreement, or collaborative practice agreemt nt 

The term ‘'P/omofe" means advancing, furthering, advocating, or popularizing oleollvo aborth n by, foroxampio: 

taking affimiailve action to secure elective abortion servieos fora HIW client (such as making an appointment obtaining consent for the elocilv© 


abortion, arranging for transportation, negotiating a reduction fn an olocllvo abortion provider feo, or arrar 
abortion procedure); however, the term does not Includo providing upon the patient's request neutral, facfi 


counseling. Including the name, address, telephone number, and other relevant Information about a provider; 


furnishing or displaying to a HTW client Information that publicizes or advertises an elective abort 

or 


glng or scheduling an elective 
al Infaimatlon and nondirective 


on service or provider; 


using, displaying, oropsrating under a brand name, trademark, service mark, or registered identlilcation marf: of an organization that perfonns 

or Promotes elective abortions. 




( 
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•1 


j 


My name Is ^ , I am the atovider or if th^ provider is 

an organization, I am the provider’s ttitle or positioni r I am of 

sound mind, capable of making this certification, and i am personally acquainted with the facts 
stated here. If I am representing an organizational provider, I am authorized to mak4 this 
certification on the provider's behalf. Throughout the remainder of this document, the word "1" \«ill 
represent the individual provider that is completing this form or the organizational prpvider on 
whose behalf the form is being completed. If this form is being completed on behalfiof an 
organizational provider, the word ’T’ is inclusive of the organization, owners, officers} employees, 
and volunteers, or any combination of these. j 

i 

I understand that, under Texas Human Resources Code, Section 32.024(c-1) and rislating program 
rules in the Texas Administrative Code, I am not qualified to participate in HTW; or fo bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliatq of an entity that 
performs or Promotes Elective Abortions. ! 

1 

By checking the boxes under each statement below, I affirm that each of the followitig statements is 
true. 1 understand that my failure to mark each of the statements will be regarded aj| my 
representation that the statement is false: i 


I. ( do not, nor do any of my organization's subcontractors, perform or Promo 
portions, 

o I affirm that this statement is true and correct. 


;e Elective 


2.1 am not, nor are any of my organization's subcontractors, an Affiliate of an erjtity that 
performs or Promotes Elective Abortions. 

affirm that this statement is true and correct. 

3. In oaring or performing a HTW service, I do not, nor do any of my organization’s 
sujacontractors. Promote Elective Abortions within the scope of HTW. 

a I affirm that this statement Is true and correct. j , 

4. In offering or performing a HTW service, I. as well as my organization's subcc^nlractors, 

maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular: | 


0 . All HTW services are physically separated from any elective abortion acti\)ities, no 
matter what entity is responsible for the activities; s 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortion^; 

c. None of the funds that I, or any my organization’s subcontractors, receive por performing 

HTW services are used to directly or indirectly support the performance o(^ promotion of 
elective abortions by an affiliate, and my, and any of my organization’s si(bconlractors', 
accounting records confirm this; \ 

d. I do not, nor do any of my organization's subcontractors, display any signjj or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

affirm that this statement is true and correct. 


5.1 do not. ,nor do any of my organization’s subcontractors, use, display, or operate under a 
branc^ame, trademark, service mark, or registered identification mark of an Organization 
thaTperforms or Promotes Elective Abortions. | 

a I affirm that this statement is true and correct. j 



I 
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In addition,) underst^d and acknowledge that: 


ilf I fail to comple' 
'the Texas Health 
■'HHSC") will den 


e and submit this certification. I will be disqualified from the HTW Program and 
and Human Services Commission (HHSC) or its designee (henceforth, 
lb any claims I submit for HTW services. 


f, after I submit t(i 
agree to perform 
become an Affiliqb 
(\bortions, I will 
subcontractors, 
that does so. If I 
^HSC will deny 


Is signed certification, I, or any of my organization's subcontractors, perform, 
or Promote Elective Abortions, or 1, or any my organization’s subcontractors, 
e of, or agree to affiliate with, an entity that performs or Promotes Elective 
nbtify HHSC at least 30 calendar days before I, or any of my organization's 
F erform or Promote an Elective Abortion or become an Affiliate with an entity 
to notify HHSCjas required, I will be disqualified from the HTW Program and 
qny claims 1 submit for HTW services. 


f. while participating in the HTW Program, I, or any of my organization's subcontractors, perform 
or Promote an El active Abortion, I vj'ill be disqualified from the HTW Program, including any HTW 
contracts, and HHSC will deny any claims I submit for HTW services. 


jf I submit this ce 
Ineligible to partldi 
submitted by me ‘ 


b) HHSC will 


qohsider me to hr 
laws of Texas, 


and 


/ also understand 
participate In the HT 
HHSC as part of this 


|tification and agree to its terms, but HHSC determines that I am in fact 
ipate in the HTW f^rogram, HHSC may place a payment hold on claims 
or my organization for HTW services until HHSC can make a final 
determination rec arding my eligibility. 


If HHSC determines that 1 am Ineligible to receive funds under the HTW Program: 

I a) HHSC ma) recoup HTW funds paid on claims that 1 have incurred since the date the 
provider became ineligible: 


deny all HTW claims that I have submitted since the date of ineligibility; and 


c) I will remai i ineligible to participate in the HTW Program until 1 comply with Texas Human 
Resources Code Section 32.624(c-1) and relating program rules in the Texas 
Admlnistra ive Code. j 

If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
\e committed fraud or tampered with a government record under the 
may be excluded from participation in the HTW Program. 


t, to enable HHSC to verify my or my organization's eligibility to 
Program, I must complete and return this certification form to 
application. \ 


If statements 1 - 5 ar 5 all marked "true, ’ indicate the effective dates of your certification as follows: 
(The effective date of [the Certification spans from the date of form completion through the end of the 
Certification year.) 


t 

i 

i 
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Effective Date of Certification 09/01/2017 through 08/31/2018 . 
Note: Providers must complete a new certification annually. 


! 

! 

i 

] 

\ 

} 

i 


If any of statements 1 - 5 are not true, you must request an immediate termination of ^our HTW 
certification: 

i 

O Terminate HTW certification ! 


Signature:. 




Printed Name;_ 


1 

—t- 


Tilie; 


Pr<{i6 ii tmev 


Date: 


3| ^ I 
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Legal Business Name 
of Respondent: 


Healthy Texas Women Certification 

THE H EIDI GRO UP 


This certification pertains to the foliowing billing or performing provider; 

Provider Name •fl-gAHK M U CJ miC-S lP f 
Federal Tax ID Number. 

NPI Number j QH _ 


If provider does not have an NPI, Submission Date of Medicaid Application. 
Provider’s primary billing address; . 

Street Address ^ _ 


Street Address City/State/Zip Code ^(^'C 4“ H (^I \ 

Telephone Number (^3^3 _ 


Provider's primary physical address: 
Street Address 



* iTif) 


street Address Citv/State/ZlpCode lA')0\r4 ''llo TT 

Telephone Number _ 



■A'rv^,A^;fj&^s;*tVa<i'e!m8rk,’S0W^ ldenljficsK»n,}n9rk’'A',;.-;;- ; <■' 

Mu/rlHAn 't'nftfnihiirAm^” 'rAfAVAnri'Arl nlVn\iA ihihliiHA'a‘*i^AriinRAfa tif fnrmAflAn.-*A frflnnhlAA AnrAAmAnt.^- fttAndArrfs of 


j{^4aiaKing^^nirfTiayy,©;aciio^.50.;5ec^r©.eie9>iye;ap,oru9n,5oryice^5iD^,iB.n.ivv vUYt«s\?H?'^^ •**M..<*HH.VAn5rM”MkAV“v?,H«My 

/'c^^ntif$i;tthEei$iitivoai>ortior), arrangingfortransportationl'p^btiailng a reduqilp;\'jn an olocllve abortion provldar.fee/.or.vpd 
j^f&rangjhg’ptCsc^^^^ elective abortlon procodure); however, the term dope npOinclude provldingiupon.thp p'qtle'ntls.■.&>,-I 

^eq||esi neutral,':tactual Information and^nondlrcctlve;counsel(r)d,’jncludlng the'harn'e,'laddross, .telephone numbe/,'^and^othert'7t^ 

-A relevant lnformati<yia|out a provider;'.</ ■'‘‘V'’''.'Vd 

.. Stfunilshlng or dlaplaylng.fo a HTWtclIent Information Jhat publicizes or advertlsea ah.weclivp abortion qervlceior provlderi'v-;#; 

»i'tT.>k-.^|MX 'tA«.«<nnr>allnr« o KpanH nokMA AHriArl/ lenrvrl/v/iimafl/'-nr i^ArtlttlArA/l t/fAnftfl/>AflAn'>MArlr'Ar-Ah.-:>r.'"'.v-.>-^f 
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My name is. W A ~tolbfri~ . I am the provider oi;, if the prwider is 

an organization, i am the provider’s (titie or position^ ^ 

of sound mind, capabie of making this certification, and I am personaiiy acquainted with the 
facts stated here, if i am representing an organizationai provider, I am authorized to make this 
certification on the provider’s behalf. Throughout the remainder of this document, the word “I” 
will represent the individual provider that is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word "I" is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 


I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 


By checking the boxes under each statement below, I affirm that each of the following statements 
is true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 


1. Ido not. nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. 

^ I affirm that this statement is true and correct. 

2.1 am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

yd I affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not. nor do any of my organization’s 
subcontractors. Promote Elective Abortions within the scope of HTW. 

^ I affirm that this statement is true and correct. 

4. m offering or performing a HTW service, I, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity, In particular: 


a. All HTW services are physically separated from any elective abortion activities, no 

matter what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I, or any my organization’s subcontractors, receive for 
performing HTW services are used to directly or indirectly support the performance or 
promotion of elective abortions by an affiliate, and my, and any of my organization’s 
subcontractors’, accounting records confirm this; 

d. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

I affirm that this statement is true and correct. 

5.1 do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective AlDortions. 



I affirm that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I wiil be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 
"HHSC") will deny any claims I submit for HTW services. 


• If, after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization's subcontractors, 
become an Affiiiate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before I, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW seivices. 

• If, while participating in the HTW Program, I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion. I will be disqualified from the HTW Program, including any HTW 
contracts, and HHSC will deny any claims I submit for HTW semces. 


• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to.participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 


• If HHSC determines that I am ineligible to receive funds under the HTW Program: 

a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) 1 will remain ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the 
laws of Texas, and I may be excluded from participation in the HTW Program. 


/ also understand that, to enable HHSC to verify my or my organization’s eligibility to 
participate in the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. 

If statements 1 ~ 5 are all marked "true,” indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
Certification year.) 
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Legal Business Name 
of Respondent: 


Healthy Texas Women Certification 

THE HEIDI GROUP 


This certification pertains to the following billing or performing provider; 

Provider Name Hu Qmic-sLP 

Federal Tax ID Number. _ 






NPI Number 


If provider does not have an NPI, Submission Date of Medicaid Application_ 

Provider’s primary billing address: 

Street Address V u.ac^ A\^ -H 

street Address City/State/Zip Code ^T)C 

Telephone Number ^ _ 


Provider's primaiy physical^d(^e^s: 
Street Address 


al address: ^ p\ , 

^ Vtbneer YosV-oroj^ 


street Address City/State/Zip Code ^\'^\ 
Telephone Number ~~ 




DEFINITIONS 

For the purposes of this certification the following terms are dcfincc) as follov/s: 

( The term "afniiafe" means: 

An Individual or entity that has a legal relationship with another entity, which relationship Is created or governed by at 

least one writteri inslrumeht that demonstrates: 

. . ■ ' common ownership, management, or control; / • 

, Va franchise; or . ■ 

the granting or extension of a license or other agreement that aythdrizes the affiliate to use the other entity’s brand name, 

•!', trademark, servicemark, or Other registered Idetitlflcation mark, 

The ‘'written Instruments” referenced above may include a cerliflcate of formation, a franchise agreement, standards of 
affiliation, bylaws, or a license, but do not include agreernenis related to a physician’s participation In a physician group 
pra 9 tlce, such as a hospital group agreement, staffing agreement, management agreement, or collaborafivo practice 
• agreumeht.i ■ 

• The term "Promote" means advancing, furthering, advocating, or popularizing elective abortion by, for example; 
taking affirmative action to secure elective abortion services for a IffWclient (siich as making an appointment,'obtaining 
consent for the ojectiye abortion, arranging for transportation, nogotjating a reduction In an elective abortion provider fee, or 
arranging or scheduling an elective abortion procedure); however, the term does not include providing upon the patient’s 
request neutral, factual Infoimaflon and nondirective counseling, Including the name, address, telephone number, and other 
''■ . relevant Information about a provider; • ■ ■ 

furnishing or displaying Ip a HTW client Information that publicizes or advertises an elecllvc abortion service or, prbylder; 

.'T -or^,.. y.;. 

' ■ using, displaying, or operating under a brand name, trademark, service mark, or registered Identification ijiark of an ‘ ' 

organization that performs or Promotes elective abortions. • \ 
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My name is PV p'ru /V T5\b‘or~\~ I am the provider or^ if the_^ovider is 
an organization, i am the provider’s (titie or position) /Ti J C 1 I am 

of sound mind, capable of making this certification, and I am personally acquainted with the 
facts stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider’s behalf. Throughout the remainder of this document, the word “I" 
will represent the individual provider that is completing this form or the organizational provider 
on whose behalf tho form is being completed. If this form is being completed on behalf of an 
organizational provider, the word "I” is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 

I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abertions. 


By checking the boxes under each statement below, I affirm that eacti of the following statements 
is true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 


1. I do not, nor do any of my organization’s subcontractors, perform oi' l^romote Elective 
Abortions. 

affirm that this statement is true and correct. 


2.1 am not, nor are any of my organization's subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

affirm that this statement is true and correct. 


3. 


4. 


In offering or performing a HTW service, I do not, nor do any of my organization’s 
subcontractors. Promote Elective Abortions within the scope of HTW. 

^1 affirm that this statement is true and correct. 

in offering or performing a HTW service, I, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity, In particular; 


a. All HfW services are physically separated from any elective abortion activities, no 
matter what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I, or any my organization’s subcontractors, receive for 
performing HTW services are used to directly or indirectly support the performance or 
promotion of elective abortions by an affiliate, and my, and any of my organization’s 
subcontractors’, accounting records confirm this; 

(i. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

'yC I affirm that this statement is true and correct. 

5.1 00 not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identificatien mark of an organization 
diat performs or Promotes Electjye Abqrtigns. 

0 I affirm that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 
"HHSC") will deny any claims I submit for HTW services. 


• If, after I submit this signed certification. I. or any of my organisation’s subcontractors, porform, 
agroo to perform, or Promote Elective Abortions, or I, or any my organization’s subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before I, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW services. 

• If, while participating in the HTW Program. I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, I will be disqualified from the HTW Program, including any HTW 
contracts, and HHSC will deny any claims I submit for HTW services. 


• If I submit this certification and agree to its terms, but HHSC determines that 1 am in fact 
ineligible to.participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 


• If HHSC determines that I am ineligible to receive funds under the HTW Program: 

a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) I will remain ineligible to participate in the HTW Program until 1 comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the 
laws of Texas, and I may be excluded from participation in the HTW Program. 


/ also understand that, to enable HHSC to verify my or my organization’s eligibility to 
participate in the HTW Program, I must complete and return this ceiiification form to 
HHSC as part of this application. 

If statements 1 - 5 are all marked "true,” indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
Certification year.) 
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Healthy Texas Women Certification 

Legal Business Name 
of Respondent: 

The Heidi Group 


This certification pertains to the following billing or performing provider: 

Provider Name f j-C •i' fl ..zS \ Ic ((^ 


Federal Tax ID Number 
NPl Number 


8 U-U - n 11-~r 




I S 






If provider does not have an NPl, Submission Date of Medicaid Application 
Provider's primary billing address: 

Street Address I ~1 0 U iV I i 1 c y, v-\ \ ^) k) t' \ ) v- J- i (: 


10 S 


street Address City/State/Zip Code WC \C iX Tv 1 S / /. 
Telephone Number *-/ /' )-» Z- I ^ (o L O ~>^ 


Provider's primary physical address: 
Street Address l~7 0 ) 


\ic\>AAv)hK\ l<L3 3l-g S 


Street Address Cily/State/Zip Code . "T V 7 S 


Telephone Number ^ ^ ^ Lz. C\ 0 '' 


■ ' DEFINITIONS - - V’’ . 

For the purposes of this certification the following terms are defined as follov/s: . 

The term "aW/fafe" means: -- 

An individual or entity that has a legal relationship with another entity, which relationship Is created or governed by at : 
c ■ least one v/rltten Instrument that demonstrates; . ^ ^ 

common ov/nershlp, management, or control; . i. ^. 

a franchise; or 

the granting or extension of a license or other agreement that authorizes the affiliate to use the other entity’s brand name, 

trademark, service mark, or other registered Identification mark. ■ ; 

The ''written instruments” referenced above may Include a certificate of formation, a franchise agreement, standards of ' 
afflllatlon, bylaws, or a license, but do not Include agreements related to a physician's participation In a physician group 
practice, such as a hospital group agreement, staffing agreement, management agreement, or collaborative practice 
agreement. T ' ‘ . i 

, r- . •’ i 

The term "Promote” meane advancing, furthering, advocating, or popularizing oleoUve abortion by, for example: ' 

taking affirmative action to seoufe elective abortion services for a HTW client (such as making an’appplntment, obtaining 
consent for'the elective abortion, arranging for transportation, negotiating a reduction In an elective abortion provider tea, or 
arranging or scheduling an elective abortion procedure); however, the term does not include providing upon the patient’s 
request rieutral, factual Information and nondirective counseling, Including the name, address, telephone number, and other 
relevant Information about a provider; 

furnishing or displaying to a HTW client Information that publicizes of advertises an elecllve abortion service or provider; 

- or _. 

using, displaying, or operating under a brand name, trademark, service mark, or roglsterad IderitlMcation mark of an . , 

organizatlori that performs or Prdffiotas elective abortions. 
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In addition, I understand and acknowledge that: ! 

• If I fail to complete and submit this certification, I will be disqualified from the HVN Program and 
the Texas Health and Human Services Commission (HHSC) or Its designee (henceforth, 

"HHSC") will deny any claims I submit for HTW services. j 

• If, after I submit this signed certification. I, or any of my organization’s subcontractors, perform, ' 

agree to perform, or Promote Elective Abortions, or I, or any my organization's subcontractors, i 

become an Affiliate of, or agree to affiliate wth, an entity that performs or Promotes Elective t 

Abortions, I wiil notify HHSC at least 30 calendar days before I, or any of my organization's ' 

subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity j 

that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and j 

HHSC will deny any claims I submit for HTW services. j 

1 

I 

• If, while participating in the HTV/ Program, I, or any of my organization's subcontractors, perform 

or Promote an Elective Abortion, I will be disqualified from the HTW Program, including any i 

HTW contracts, and HHSC will deny any claims I submit for HTW services, 

' If I submit this certification and agree to its terms, but HHSC determines that I am in fact 

ineligible to participate in the HTW Program, HHSC may place a payment hold on claims j 

submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 

• If HHSC determines that! am ineligible to receive funds under the HTW Program: ■ 

a) HHSC may recoup HTW funds paid on claims that I have Incurred since the date the • j 

provider became ineligible: = • ; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and | 

c) I will remain ineligible to participate In the HTW Program until 1 comply with Texas Human 

Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the laws of 

Texas, and I may be excluded from participation in the HTW Program. | 

I also understand that, to enable HHSC to verify my or my organization’s eligibility to , 

participate In the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. 

If statements 1 - 5 are all marked "true." indicate the effective dates of your certification as follows: 

(The effective dale of the Certification spans from the date of form completion through the end of the j 

Certification year.) 














DocuSign Envelope ID: 840FCCEA-8DD5-427C-82B2-354C3A7B2232 


My name is V, l\ 5^ t\. M I am lha provider or, if the provider is 

an organization, i am the provider’s (title or position)___^;— 1 ani 

of sound mind, capable of making this certification, and I am personally acquainted with the 
facts stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider's behalf. Throughout the remainder of this document, the word I 
will represent the individual provider that is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word “I" is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 


I understand that, under Texas Human Resources Code, Section 32,024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate in HTVV; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 

By checking the boxes under each statement below, I affirm that each of the following statements is 
true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 

1. I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. 

^ I affirm that this statement is true and correct. 

2. I am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

^ I affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not, nor do any of my organization’s 
subcontractors. Promote Elective Abortions within the scope of HVAI. ^ I affirm that this 
statement Is true and correct. 

4. In offering or performing a HPA/ service, 1, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity, In particular: 

a. All HTW services are physically separated from any elective abortion activities, no matter 
what entity Is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization's 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I, or any my organization’s subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and iny, and any of my organization’s subcontractors’, 
accounting records confirm this; 

d. 1 do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

I affirm that this statement Is true and correct. 

5. I do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered Identification mark of an organization 
that performs or Promotes Elective Abortions. 

^ 1 affirm that this statement is true and correct. 
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Effective Date of Certification_ 09/01/17 


jhrough 08/31/2018 


Note: Each provider must complete a new certification and mail it to TMHP by the end of each 
calendar year. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification: 

n Terminate HTW certification 


Signature:, 


Printed Name: 


Title: 


Date: 






(■ k I U 


'I <■ u 




Ai-42. 


^ I 0- 1 I -I. ^ 1 1 


I 
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Legal Business Name 
of Respondent: 


Healthy Texas Women Certification 


The Heidi Group 


This certification pertains to the following billing or performing provider: 


. i, : For the purposes of this cortificatioh the following teirns are defined as follows: '' ‘■n -- v " : ^ 

:• ■ ■ ' ^■ iv^Theferm"aff(//afe"means.*’ " / • "'7 ,,. > 

I - An Indlvldiigi or entity that has a legal relations.hlpwlth'anpthef eiitity, which relationship Is created or goyerheS by at • 

[ ■ : i : ’ least one written Instrument that dempnstratesV --vA;. 

. • ■ ■ ■ . common ownership, management, or control; 

i'--, ‘ a franchise; or '> •- 

■ Iho granting or pxtenslofi of a license or other agreement that aulHorizes the^affiliate to use the other entit/s brand narrie, i 
' ■ -^7,‘•.trademark, service mark, or other registered idehtificalion mark. ; 

>'* •' '-'L',- ' • V. j - ■’ . . . -'.•r . ■ '*; I ■“*" ^ j '.‘y’-.-:- ' . 

■j . ' The “.written instruments” referenced above may lnj;|ude a certificate Of formation, a franchise agreement,^standards of 
affillatlon/ bylaws, or a license, but do not Include agreement's related to a physician’s participation In a physician group 
; ' practice, such as a hospital group agreement; staffing agreement, maftagement agreement, or collaborative practice ' 
agrea'ment. ■ • k;, . 7;/,,, ' - ' . ■. , ■ • 

■ i The term "Prpmofe" means advancing, furthering, advocating, or popularizing ejec’tlye abortlori by, for example: ' • 

taking afflrmatiye action to secure, elective abortion seryiceii for a HTW client (such as making an apb'oinlmeht, obtaining •' 

•;c6nsent for the electlye abortion, arranging for transportatlori, hegb.tlatlng'a reduction in an elective abortion provlclbr'fee, or , 
arranging prscHeduJIrig an elective abortion procedure); however, the term does not Include prbyldlhg upon the patient's.-’, 
request neutraj, factual Inforriiatlori and nbhdlrectlve^counsellng, including the name, address; teiephpno nilrnberj^anci other 
fele'yaht information about a'proylder;''- ^ -’ 1 

furnishing of.diSplaying to a HTW client information that publicizes or advertises an elective abortion service or provider; ' " 

■I - r r/ • ' V' J-’ '' ^'-.L ' . . •" 

• . . . • 'V . pr . • I-- • -• .7*- ^ \ » i- v • . .j 

■ using, displaying, pr bperatiiig under a bran_d name, trademark; service mark, or registered Identlflbailoo mark of an- - | 

■- ^' organization that performs or Prorhbtes electlye abortions. ’ . ' - j 


Provider Name 

U S‘Ol~e 

inn / it 7 ^; 


Federal Tax ID Number '~7'^ 

z ^toYl . 


NPI Number 



If provider does not have an NPI. Submission Date of Medicaid Application 

Provider’s primary billing address: 

Street Address "“T / S~i 

Street Address City/State/Zip Code 

fY^ fv- TV 


Telephone Number 

Vou 

^\h\n 

\ 

r 

Provider's primary physical address: 
Street Address '~7 1 ^0 

13 ^ 7 - 


Street Address City/State/Zip Code 

Ot^ , II6. Tv 


Telephone Number 


■ 



DEFINITIONS 7 ; ^ 

' \ 

[ 

! 
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In addition, 1 understand and acknowledge that: 


ilf I fail to comple 
the Texas Health 


e and submit this certification, I will be disqualified from the HTW Program and 
and Human Seivices Commission (HHSC) or Its designee (henceforth, 
''HHSC") will deny any claims I submit for HTW services. 


f, after I submit tfi 
hgree to perform 
become an Affiliql 
I'Nbortions, i wiil n 
subcontractors, 
that does so. If I 
^HSC will deny 


is signed certification, I, or any of my organization's subcontractors, perform, 
or Promote Elective Abortions, or I, or any my organization’s subcontractors, 
e of, or agree to affiiiate with, an entity that performs or Promotes Elective 
Dtify HHSC at least 30 calendar days before I, or any of my organization's 
F erform or Promote an Elective Abortion or become an Affiliate with an entity 
ail to notify HHSCias required, I will be disqualified from the HTW Program and 
claims I submit' for HTW services. 


tny 


f, while particlpai 
br Promote an El 
contracts, and HH 


ing In the HTW Program, I, or any of my organization's subcontractors, perform 
ctive Abortion, I vvill be disqualified from the HTW Program, Including any HTW 
Sc will deny any claims I submit for HTW services. 


I tification and agree to its terms, but HHSC determines that I am In fact 
ipate in the HTW lirogram, HHSC may place a payment hold on claims 
! or my organization for HTW services until HHSC can make a final 
determination ref arding my eligibili^. 


|f 1 submit this ce 
Ineligible to partidi 
submitted by me^ 


! 


c) I will remai 
j Resources 
Administra 

I knowingly mal: 
gohsider me to hr 
aws of Texas, an i 


I also understand thk 
participate In the HT N 
HHSC as part of this 


If statements 1 - 5 ar 


(The effective date off 
Certification year,) 


If HHSC determii les that I am ineligible to receive funds under the HTW Program 

I a) HHSC may 
provider bq 

b) HHSC will 


recoup HTW funds paid on claims that I have incurred since the date the 
came Ineligible; j 

deny all HTW claims that I have submitted since the date of ineligibility; and 


1 ineligible to participate in the HTW Program until I comply with Texas Human 
Code Section 32.624(c-1) and relating program rules in the Texas 
ive Code. j 

e a false statement or misrepresentation on this certification, HHSC may 
ve committed fraud or tampered with a government record under the 
may be excluded from participation in the HTW Program. 


t, to enable HHSC to verify my or my organization's eligibility to 
VProgram, I must complete and return this certification form to 
application. 


5 all marked "true,!’ indicate the effective dates of your certification as follows: 
he Certification spans from the date of form completion through the end of the 


! 

I 

{ 
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My name is . I am the provider or, if the provider Is 

an organization, I am the provider's (title or position^ 0~U^ (\ t \ J _I am 

of sound mind, capable of making this certification, and I am personally acquainted with the 
facts stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider's behalf. Throughout the remainder of this document, the word '‘I" 
will represent the individual provider that is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form Is being completed on behalf of an 
organizational provider, the word "i" is Inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 

I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules In the Texas Administrative Code, I am not qualified to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 


By checking the boxes under each statement below, I affirm that each of the following statements Is 
true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: 


1 . I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. 



affirm that this statement is true and correct. 


2 . I am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 


I affirm that this statement is true and correct. 

3. In offering or performing a HTW service, I do not, nor do any of my organization’s 
subcontractors. Promote Elective Abortions within the scope of HTW.-?^ I affirm that this 
statement is true and correct. 


4. In offering or performing a HTW service, 1, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity. In particular: 


a. All HTW services are physically separated from any elective abortion activities, no matter 
what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I, or any my organization’s subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization’s subcontractors’, 
accounting records confirm this; 

d. 1 do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 


X I affirm that this statement is true and correct. 


5. I do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 



affirm that this statement is true and correct. 
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Effective Date of Certification 09/01/17 _through 08/31/2018 _ 

Note: Each provider must complete a new certification and maii it to TMHP by the end of each 
caiendar year. 

(f any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification: 

n Terminate HTW certification 



Title: (Y"LiJ 


h I\J(D 


Date: 


^1 
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Legal Business Name 
of Contractor: 


Healthy Texas Womet^ Certification 

THE HEIDI GROUP 


This certification pertains to the following billing or performing provider: 

Irma Marriott, RNC, WHNP ‘ /^o Q'ln^A> 


Provider Name, 

Federal Tax ID Number 62-1656022 
NPI Number 1467758730 


/<L 


If provider does not have an NPI. Submission Date of Medicaid Application. 

; I 


Providers primary billing address; 

Street Address 2502 E Richardson 


Street Address City/State/Zip Code Edinburg. Texas 78541 
Telephone Number_ 956-380-4477 i __ 


Provider's primary physical address: | 

Street Address __ 2502 E Richardson! 


Street Address City/State/Zrp Code Edinburg, Texas 78541 
Telephone Number 956-380-4477 , _ 


' i ! 

DEFINITIONS 

I I 

For lh« Rur{i088S of this cerUncation the following tentns are deflnaH as follows: 

The term “affiliate" memr. 

An ind Ivtdual or entity that has a legal relationship another entity, which rolatit nship Is created or governed by at 

i 

least one written Instrument that demonstrates: 

i 

common ownership, management, or control; 
a franchise; or 

the granting or extension of a license or other agreement that authorizes tho affiliate to use the other entity’s brand name, trademark, service 

mark, or other registered Identification mark. 

The "written instmmonts" referenced above may Include a certificate of formation, a franchise agreement, slandarde of affiliation, bylaws, or a 
license, bul do not Include agreements related to a physician’s participation In a physician group practice, such as a hospital group agreomant, 
staffing agreement, management ag'roomenf, or collaboretlve practice agreement. 

The term ‘'Premofe’’means advancing, furthering, advocating, or popularizing alactlve abortion by, for example: 

taking affirmative action to secure elective abortion services for a HTW client (such as making an appointment, obtaining consent for the elective 
abortion, arranging for transportation, negollaling a reduction in an olecllvo abortion provider foe, or arranging or scheduling an electlvo 
abortion procedure): however, the term does not Include providing upon tho patient’s request neutral, factual information and iiondirectiva 
counseling, Including the name, address, telephone number, and other relevant Information about a provider; 

furnishing or displaying to a HTW client information that publicizes or advertises an elective abortion service or providan 


or 


I 


using, displaying, or operating under a brand name, irademark, so|vlce mark, or registered identipcaflon mark of an organlzallon that performs 

or Pi'omofoselecUvo abortions. | 

i 

• . i 
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My name is Irma Marriott 


an organization, I arn the provider's (title or position). 


t am the provider or. if the provider is 

. NP _!_• I am of 

sound mind, capable of making this certification, and I am personally acquainted with the facts 
stated here. If I am representing an organizational provider, I am authorized to make this 
certification on the provider’s behalf. Throughout the remainder of this document, the word‘T will 
represent the individual provider that is completingjthis form or the organizational provider on 
whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word "1" is Inclusive of the organization, owners, officers, employees, 
and volunteers, or any combination of these. • i 


I understand that, under Texas Human Resources.Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code,! am not qualified to participate in UlW] or to bill the 
program for services if i perform or Promote Elective Abortions, or if I am an affiliate of an entity that 
performs or Promotes Elective Abortions, j 


By checking the boxes under each statement beioW, 1 affirm that each of the following statements is 
true, I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: = i 

I i 

l. I do not. nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. ! | 

I affirm that this statement is true and correct. I 

i i 

2 .1 am not, nor are any of my organization’s subcontractors, an Affiiiate of an entity that 
performs or Promotes Elective Abortions, j 

53^1 affirm that this statement is true and correct. 

3 . In offering or performing a HTW service, I do not, nor do any of my organization’s 
subcontractors, Promote Elective Abortions jwithln the scope of HTW. 

VS^i affirm that this statement is true and coirect. 

4. In offering or performing a HTW service, i, as well as my organization's subcontractors, 
maintain physical and financial separation between any HTWactlvIties and any elective 
abortion-performing or abortion-promoting activity. In particular: j 

ii. All HTW services are physically separated from any elective abortion activities, no 
matter what entity is responsible for the activities; | 

b. The governing board or other body that controls me. or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that perforrns or Promotes Elective jAbortions; 

c. None of the funds that I, or any my organization's subcontractors, receive for performing 

HTW services are used to directly or Indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization’s subcontractors’, 
accounting records confirm this; _ j 

<1,1 do not. nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. ; j 

affirm that this statement is true and correct. | 

I do not, nor do any of my organization’s subcontractors, use, displa)(, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that t^rforms or Promotes Elective Abortions. 

c\j/affirm that this statement is true and correct. 
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In addition, 1 understand and acknowledge that: 


If 1 fait to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth. 
“HHSC") will deny any claims I submit for HTW services. 


If, after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Aborrtions, or 1, or any my organization's subcontractors, 
become an Affiliate of,or agree to affiliate v|ith, an entity that performs or Promotes Elective 
Abortions. I will notify HHSC at least 30 calendar days before I, or any of my organization's 
subcontractors, perform or Promote an Elective Abortion or becomp an Affiliate with an entity 
that does so. If I fail to notify HHSC as reqijired, I will be disqualified from the HTW Program and 
HHSC will deny any claims 1 submit for HTW services. ' 

If. while participating in the HTW Program, I or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, I will be d squalified from the HT\A'Program, Including any H'lW 
contracts, and HHSC will deny any claims I submit for HTW service 5. 

if 1 submit this certification and agree to its ilerms, but HHSC deternines that 1 am in fact 
ineligible to participate in the HTW Program HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 

If HHSC determines that i am ineligible to receive funds under the HTW Program: 

a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 


b) HHSC will deny all HTW claims that 


have submitted since the date of ineligibility: and 


c) I will remain ineligible to participate i i the HTW Program unt 11 comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program r iles in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a governme nt record under the 
laws of Texas, and I may be excluded from'participation in the HTW Program. 

/ a/so understand that, to enable HHSC to verify my or my organists don’s eligibility to 
participate In the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. | 

If statements 1 ~ 5 are all marked "true," indicate the effective dates of your certification as follows: 


(The effective date of the Certification spans from the date of form com 
Certification year.) 


Jletion through the end of the 
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Effective Dale of Certification 09/01/2017 through 08/31/2018 . 

Note: Providers must complete a new certification annually. 

If any of statements 1 - 5 are not true, you must request an immediate term 
certification; i i 

i 

) 

CJ Terminate HTW certification : I 

_Jv^lYltoW, 


nation of your HTW 


IRMA HARRIOTT, RNC, BSN, WHCNP 


Printed Name 


Title; 


Date: 


(XbjpQ lun i 
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Legal Business Name 
of Respondent: 


Healthy Texas Women Certification 

The Heidi Group 


This certification pertains to the following billing or performing provider; 

Provider Name ^ Womens Health Center 

Federal Tax ID Number_ ^ _ 

NPl Number ) _ 


if provider does not have an NPl, Submission Date of Medicaid Application 
Provider’s primary billin$ address: 

Street Address._ cS'^15> _ 


Street Address Clty/StateyZip CodeC-.D,;f l.Ct At^A 'T'K 

Telephone Number _ _^ _ 


Provider’s primary physical address: 

Street Address ^ T^UcIlCAtlX _ 

Street Address Clty/State/ZIp Code_ rOv \ \Ol S) 


Telephone Number. 


an-Sin‘oa.eu 
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My namo Is H I m th& pro\^der or, tf the provider is 

an or^Qnlzaflon. I am 1h6^vldei''9 (title or position) _ _lam 

of sound mind, capable of making Ihls oertlfloptlon, ancf 1 am personally acQualiited with the 
feols stated here. If 1 am repreaentlng an organizational provider, I am authorized to maKo this 
certification gn the provider’s behalf. Throughout the remainder of this dgcumenl, the word "I” 
will represent the Individual provider that Is completing this form or the onganizationut provider 
on v^osQ behalf the form Is being completed. If tills form Is being completed on behalf of an 
organizational provider, the word i" Is Inclusive of the organization, owners, offlcere, 
employees, end volunteers, or any combination of these, 

1 understand that, under Texas Human Resources Code, Section 32.024(c-l) and relating program 
rulPa In the Texas Administrative Code, I am not qualified to participate in HTAf; or to bill the 
program for aarvices tf 1 perform oi* Promote Elective Abortions, or if I am an affiliate of an entity 
Uiat performs or Promotes Elective Abortions. 

By checking the boxes under each etatament below, I affirm that eac^i of the following slatemerita 
Is true. I understand that my failure to mark each of the etataments will be regarded as my 
repreesntalion that the statement Is false: 

I, I do not, nor do any of my organization's subcontractors, perform or Promote EleoUvo 
rtlons. 



affirm that this statement Is tree and correct. 


2 .1 am not, nor are any of my organization’e subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

affirm that this statement Is true and correct. 

3, In offering or performing a HTW servloe, I do not, nor do any of my organization's 
subcontractors, Promote Elective Abortions within the scope of HTW. 

IJKTaffirm that this statement Is true and conept 

4. In offering or performing a HTW service, I, aa well as my organization's subcontraclora, 
maintain physical and financial separation between any HTW ac^vHias and any elective 
abortlon-peiforming or abortion-promoting activity, In pariioulaR 

s,. All HTW services are physically separated from any elective abortion activities, no 
matter what entity la responsible tor the activities; 
b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
■ governing hoard of an entity that performs or Promotes Elective Abortions; 

0 .' Nona of the funds that I, or any my organization’s subconlraotors, receive for 
. performing HTW services are used to directly or indirectly support the performance or 
promotion of elective abortions by an afftHata, and my, and any of my organization’e 
eubcontraotors', accounting records confirm this; 
d, I do not, nor do any of my organization's suhcoiHractors, display any signs or materlala 
that Promote Elocllvo Abortion at any locations or In any public electronic 
rammunioatlons. 

dM affirm that this statement le true and correct. 

5.1 do trot, nor do any of my organization’s euboontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 

qn affirm that this statoment Is true and correct. 
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In fiddltlon, I underetafld md aoknowlodgo 

. If 1 fail to complete and aubmil this certification, 1 will be dlaqualiflsd from the HTW Program and 
the Texas Health arid Human Services Commission (t-IHSC) or Ha doslgnee (henceforth, 
"HHSO'*) will deny ony clelma I aubmUfor HTW services. 

. If, after 1 submit this signed GSrtIfIcatlon, I, or any Of my organization's subcontractors, perform, 
agree to perform, or Promoia Elective Abortions, or l, or any my organization’s subcwinraclors, 
become on Affiliate of, or agree to alflllato with, an entity that porfoitns or Promotes Elective 
Abofltone, I will notlly HH5C at least 30 calendar days before I, or any of my orgenlzatton s 
Biibcontraotors, perform or Promote an Eteclive Abortion or become an Affiliate wlm an entity 
that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HH8C will deny any claimB I submit for HTWservices. 

If, while participating In the HTW Progfam, 1, or any of my organization’s subcontractors, petfoim 
or Promote an Elective Abortion, (will be disqualified from the HTW Program. Including any HTW 
contracts, and HHSC will deny any claims I submit for HTW services. 

* If I submit this certlfloailon and agree to Ifa terms, but HHSC determines that I am in fact 
inoltoibla to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eilglbllliy. 

■ If HHSC determirtoa that I am Ineligible fo rocelva funds under the HTW Program; 

a) HHSC may recoup HTW funds paid on claims that I have Incurred since the date the 
provider became Ineliglhfo; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

0 ) 1 will remain Ineligible to participate In the HTW Program until I comply with Texes Human 
Resources CodeSectlon 32.0Z4(o-1) and relating program rules In ihoTexas 
Administrative Code, 

♦ If i knowingly make a false alatemont or mlsrepresentalion on this certification, HHSC may 
consider me to have committed fraud^tamperod with a government record under the 
laws of Texas, end I may be exciui^cHrom partlclpatlen in the HTW Program. 


/ flfsd umimtaiid that, to embh HHSC to verify my or my o/gfenfeabon s fgibfilfyto 
participatQ in (he HTVltProg/emy I must oonrp/ofe sttrf mtura ihi& certification farm to 
HHSC a? part of this appllcatfom 


If statements 1 - 5 are all marked 'Truo.*' Indicate the elTeotlve dates of your fjf'Jows: 

(The effective dateof the Certification spans from tha dale Of form compisflon through the end of the 

Certtllcaflonyear.) 
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Effective Dale of Certification 09/01/2017, through p8/31/2Q1 8. 

Note: Providers must complete a new cerllficatton annually. 

If any of statements 1 - 6 are not true, you must request an Immediate termination of your HTW 
certification: 


a Terminate HTW certification 



Printed Name: C _IT ^ 

Tltle: t vr -— 

Date: ► - - 
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Legal BiiaFneea Name 
of Respondent: 


Healthy Texas Women Certification 

The Heidi Group 


This certification pertains to the following billing or performing provider; 
Provider Name ^ A 4P 






Federal Tax ID Number 
NPI Number / 7 ^ ^ / 9S V i 


If provider does not have an NPf, Submission Date of Medicaid Applicatlon_ 
Provider's primary billing address: 

Street Address 

Street Address Clly/State/Zip Code 
Telephone Number Las'Ll ^ • V i-* 


V//j 5 ta. V- /-/iuw S'£ 


JX. 7^jr4Z3 


Provider’s primary physical address; 

Street Address . % M*> W. Vls-h^ tf> //ujy 

Street Address City/State/ZIp Code La. "tic 


Telephone Number^ ( CtSL.^ H 


DEHlNITtOJS j 

For Uis purpogoa of th!$ qertlffpaitgn tho fol! wing tomi» aro dofiiud ns fbllowsi. 


Tho torffl "afffl/ofo Iiivaiis; 

An Individual oronlliy that hna a logal/blayonsliTp wltI)an'otlv<)rbntUy. whtph rataUbnsMp Is croa’tad orgoVsniod by at ', 

l«aStbpdVyjIHahfnstjuinalXlhSidamopslraJe!f;,',v •.I'', ly^,' 

c’oiTlmbriowj)orah!p;inanag»manI,oyco'nl|oI)'' I' ' V • ’■ V 

’V 'a^nchlSSilor, •' -V 

tbograndng oroxtenslon of njlconsoorpUieragre8ii^OQt{hnt(ii|inbrtzo$lh(>.oblll^{o(ouss((ia.othof.ontUy‘sljrand h.i\may. . ■ 
Uad.omarIc,saivIc8rTir{|(,o'Kothsr.rBglslBrBdldonUflontlonmarfcF-y vvV;'^ "■■ '■h' V:.. 

Tho "writton Inslrumsnls" retetoncod nboyei may Inotuida a ceilllna^ of formaUdn, a agrooms'nt, otandnrds of 

alflilatlon, bylaws, ora llcenao, but’d'o notjnofjtdoagry'omujiisjiftialadtoa p;r^|cl^n^ partlclnaOon'liiaphygl^Iatigroup 
praotleo, ouoh'as n hosplial group agmVmbhi,‘9taHlii’g^ro‘e(?H!nf,’’mtr«dfism9tit agroameril) brcbtlabbraUvopraadoa'- 

agreomenj. | T . ' . 

Tlio lenn ''P««)ofo''ni9an8 advanalng, fonhoilng, advooaun|f, or popjulgrlatng biootlyo abprilan by, for aifampio:, 
taking oltlrmallvo action to sacura olscitva aSdrtloh" sstvIcos fora HIW olleijt (such a j ifiaklnj/ an pppoin'l^bpVbbKlrttng ■ 
consent for tfiQ atoctlvo abortfoti, arranging fbr,tran3poftanon/nog^Uatlng a reduction m a^ofactlvb abciiton pfovmbr,fqdy pr 


itiaans; 


, r0iBvan5miofn)"M*'UaBogi^proyiuBri. j.> „, (-.j. I •, 

ftirnleliing or displaying toa HTW client Information Ib^t ptibllclfjs bi'a'dvSrtleds aij olocwbafapjflon sorylco or provider)' 

ttslng, displaying, or oparatliig lindcr a bpnd narno, (radomarl^ apiyj'to mark, or ragl^'nid fdanUfitalloh ntark of an 
organb'atlon Ih’al parfonitta orbrernoiesViecttyo abbnicns. ’ ! 
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My name is - t am the proyltlor or, If th.e provider is 

an organization,! am the provider's (title or position) 

of sound nrind, capable of makinfl this certification, |and I am personally acquainted with the 
facts stated here. If i am representing an organizational provider,! am authorized to make this 
oertification on the provider’s behalf. Throughout the remainder of this docurnent. the word I 
will represent the individual provider that is compiethg this form or the organizational provider 
on whose behalf the form is being compteted. if this form is being completed on behalf of an 
organizational provider, tha word *T is inclusive of (he organization, owners, officers, 
employees, and volunteers, or any combination of these. 

I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate In HTW; or to bill the 
program for services if I perform or Promote ElectWe Abortions, or if! am an affiliate of an entity 
that performs or Promotes Elective Abortions, 

By checking the boxes under each sfatemenl below, i affirm that each of the following statements 


Is true. I understand tfiat my failure to mark each oi 
represeirtalton that the statement is false: 


the statements v/lll be regarded as my 


I, I do not, nor do any of my organization's s rbcontractors, perform or Promote Eiective 
Abortions. 

(vT^I affirm that this statement Is true and correct. 

3 .1 am not, nor are any of my organization’s su acontractors, an Affiliate of an etUity that 
performs or Promotes Elective Abortions. 

,vr^I affirm that this statement Is true and correct, 

3 , In offering or performing a HTW service, I dO|not, nor do any of my organization e 
subcontractors, Promote Elective Abortions within the scope of HTW. 

I affirm that this statement fa true and colrect, 

4 , In offering or performing a HTW service, i, as well as my organization’s subcontractors, 
maintain physical and financial separation bptween any HTWactivities and any eieotlva 
abortion-performing or abortion-promoting activity, in particular; 

n. Ait HTW services are physlcaiiy separated from any elective abortion activities, no 

matter what entity is responsible for the activities; _ 

b The governing board or other body that controls me, or any of my organization s 
’ subcontractors, does not have any board members who are also members of Ihe 
governing board of an entity that performs or Promotes Elective Abortions, 

c. None of the funds that I, or any my organization’s subcontractors, receive for 
performing HTW services are used to directly or indirectly support the performance or 
promotion of elective abortions by an affiliate, and my, and any of my organization s 

subcontractors’, accounting records confirm this; 

d, i do not, nor do any of my organization's subconlraclors, display any signs or materials 
tirat Promote Elective Abortion at any locations or in any public electronic 
communications. 

b/1 affirm fhat Ihls statement is true and correct. 

5,1 do not, nor do any of my organization's sulKontractors, use, display, or operate under a 
brand name, Ifademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 

'\ affirm that this statement is true and correct. 
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In addilion, I understand and acknowledge thaC 

* If i fail to complete and submit this certification, will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSG) or its designee (henceforth, 
"HI'ISC") vrlli deny any claims I submit for HTW services, 

* If, after I submit this signed certifioation, 1, or any of my organization’s subcontractors, psrform. 
agree to perform, or Promote Efective Abortions or i, or any my organisation's subcontractors, 
become air Affiliate of, or agree to affiiiate with, an entity that performs or Promotes Elective 
Aboi llons, I will notify HHSC at least 30 calendar days before I, or any of my organlzalton's 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that doss so. If i fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC wifi deny any claims I submit for HTWservices. 


if, while participating In tire HTW Program, I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, i will be disqualified from the HTW Program, including any HTW 
coniracls, and HHSC will deny any ctaims} submit for HTW services. 


if I submit this certification and agree to its terms, but HHSC determines that i am in fact 
ineligible to participate in the HTW Program, HH^C may place a payment hold on claims 
submitted by me or my organfeatlorr for HTW seVvlces until HHSC can make a final 
determination regarding my eligibility. 

If HHSC determines that I am ineligible to receive funds uttder the HTW Program-. 

a) HHSC may recoup HTW funds paid on claims that t have incurred since the date (he 
provider became Ineligible: 

b) HHSC wilt deny all HTW claims that i have submitted since the date of ineligibiilty; and 

c) I will remain ineligible to participate in lhe;HTW Program until I comply wlih Texas Humatt 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider mo to have committed fraud or tampered with a government record under the 
laws of Texas, and I may be excluded from participation In the HTW Program. 


/ also understand (hat, to enable HHSC to verify Iny or my otyanfzatlon’s eligibility to 
participate In the HTW Program, I must complete and return this certification form to 
HHSC as part of this application. 

If statements 1 - 6 are all marked "true,“ indicate the effective dates of your certification as follows: 
(The effective dale of the Certification spans from tti'e date of form completion through the ond of the 
Certification year.) 


j 

! 

i 

i 


I 

( 
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Effective Date of Certification_ 09/01/17 _through 08/31/2018 _ 

Note; Each provider tfiust complete a new certification and mail (t to TMHP by the end of each 
calendar year.. 

If any of statements 1 - 5 are not true, you must request an immediate termination of your HTW 
certification: 

n Terminate HTW certification 


Signature;. 






Prirrled Name: _ 



i 

I 

e 

I 

I 

i 


5 

i 

I 

! 

1 


\ 

i 

t 

i 

1 

i 

'\ 


I 

I 

j 

! 

I 

I 

I 

f 


i 

i 

i 

i 

I 

! 

f 

t 


\ 


I 
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Legal Business Name 
of Contractor! 


Healthy Texas Women Certification 

THE HEIDI GROUP 


This certification pertains to the following billing of performing provider: 
Provider Name Juanita Vela Garcia 


[ or performing provider: 

/ l^io Cl iihh 


Federal Tax ID Number B2;-1656022- 

NPI Number_ 1770531287 


If provider does not have an NPl, Submission Date of Medicaid Application. 
Provider’s primary billing address: jj 

Street Address_ 222 East Ridge Rd,, Suite 101 _ 


Street Address Clty/State/Zip Code McAllen. Texas 7850.^ 
Telephone Number_ 


956t632-6032 


Provider’s primary physical address:! 


222 East Ridge Rd., Suite 101 


Street Address___ 

Street Address Onde McAllen, Texas 78503 

Telephone Number_9S6!;832-6032 - 



ownership, manaBStnent;'9 ' . 

t* ^ ' W ‘ **•* ' ^ • .-.‘j -1 *_•_ 'a*. J An4t(«t>A ' 4r4rfAmdrk QArwf/^A . ’V • 



;*.• : f^lsMng^ dlsplayli^g lo.a.HTW^cH^ntmrormauoi) pu^iioizos oraavo^s^s an eiecuyo ououiyii^^yi viyw.^ yl; . ^ 

' ‘T’ * •* '* *■ .>*■ ■*‘■*1, *._*i^t* _*_<, J. _nw l#4BnfIffAiiflnn matl/Af dll OfniiniT-AttiMI fhAt narforms \’l 
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My name I am th^rovider or, if the provider is 

an organization, I am the provider's (title or position) am of 

sound mind, capable of making this certification, and ! am personally acquainted with the facts 
stated here. If I am representing an organizational provider. 1 am authorized to make this 
certification on the provider's behalf' Throughout the remainder of this document, the word “1" will 
represent the individual provider that is completing this form or the organizational provider on 
whose behalf the form is being completed. If this form Is being completed on behalf of an 
organizational provider, the word "rjis inclusive of the organization, owners, officers, employees, 
and volunteers, or any combination "of these. < 


I understand that, under Texas Hunian Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity that 
performs or Promotes Elective Abortions. i 

^ ! 

H i 

By checking the boxes under each statement below, I affirm that each of the following ^statements is 

true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false: j 

il i 

1. I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. 

ePT^rm that this statement is true and correct. 

I| 

2.1 am not. nor are any of my organization’s subcontractors, an Affiliate of an entity that 

performs or Promotes Elective Abortions. j 

erfaffirm that this statement is true and correct. i 

I 

3. In offering or performing a HTW service, I do not, nor do any of my organization s 
subcontractors. Promote Elective Abortions within the scope of HTW. 
erTafflrm that this statement is true and correct. 

4. In offering or performing a HTW service. 1, as well as my organization's subcontractors, 

maintain physical and financial separation between any HTW activities and any|elective 
abortion-performing or abortion-promoting activity. In particular: i 

a. Aii HTW services are physically separated from any elective abortion activities, no 

matter what entity Is responsible for the activities; I 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members pf the 
governing board of an entity that performs or Promotes Elective Abortions: | 

c. None of the funds that I, or any my organization’s subcontractors, receive for performing 

HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization’s subcontractors’, 
accounting records confirm this; i 

d. I do not, nor do any of my organization’s subcontractors, display any signs dr materials 

that Promote Elective Abortion at any locations or in any public electronic i 
communications. j 

Sl'^irm that this statement is true and correct, 

5.1 do not, nor do any of my organization’s subcontractors, use, display, or operate under a 

brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. i 

OH'^rm that this statement is true and correct, I 
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In addition, I understand and acknowledge that; 

• If 1 fail to completa and submit this certification, 1 will be disqualified from the HTW Program and 
the Texas Health and Human Setvices Commission (HHSC) or its designee (henceforth, 
"HHSC") will deny any claims I submit for HTW services. 


• If, after 1 submit this signed certification, 1, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I. or any my organization's subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, 1 will notify HHSC at least 30 calendar days before I, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If 1 fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims 1 submit for HTW services. 

• If. while participating in the HTW Program, 1, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, 1 will be disqualified from the HTW Program. Including any HTW 
contracts, and HHSC will deny any claims I submit for HTW services. 

• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 

• If HHSC determines that I am ineligible to receive funds under the HTW Program; 

a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 

provider became Ineligible: ^ 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) 1 will remain ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification. HHSC may 
consider me to have committed fraud or tampered with a government record under the 
laws of Texas, and I may be excluded from participation in the HTW Program, 

/ also understand that, to enable HHSC to verify my or my organization's eligibility to 

participate in the HTW Program, I must complete and return this certification form to 

HHSC as part of this application. 

If statements 1 - 5 are ail marked "true," indicate the effective dates of your certification as follows: 

(T he effective date of the Certification spans from the date of form completion through the end of the 

Certification year.) 
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Effective Date of Certification 09/01/2017 through 08/31/2018 . 


Note: Providers must complete a new certification annuaily. 


if any of statements 1 - 5 are not true’ you must request an immediate termination of your HTW 
certification: ’i \ 

:i ■. I 

a Terminate HTW certification ! 


Signature: 


Printed Name: 


: J7 VT (^CLiifLtPr 


Title 


•• • 


Date: 


M- 


s-iz- /V 


\ 
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Legal Business Name 
of Respondent: 


Healthy Texas Women Certification 


The Heidi Group 


This certification pertains to the following billing or performing provider: 


Provider Name 

\ (^t 

or 

KVamI 

lY\J 



Federal Tax ID Nun 
NPI Number 1 

nber 



11(2 1 

:,lgDlb'R\04TC!lltJlc7) H' 

4( 

Dlrj0aj^(r,O 


If provider does not have an NPI, Submission Date of Medicaid Application 
Provider’s primary billing address:. 

Street Address 



iWiilTLiao 


street Address City/State/Zip Code___ 

Telephone Number 
Provider’s primary physica addresi 
Street Address 


'i.oln nti/ nieOiQ^ 



Street Address City/St^/^' _ _ 

Telephone Number 


35 ^*^ _ 

[. n(oOb^ 


For the purpose of this ceHification .the following terms are defined as follows; - 

't;- ;■ • ■i'-'1 ■ 

_ ^ Ari individual or entity that has. a legal re|atidhship with ariother entity, .vyhich felatidhship is created of governed by at 
. • least one wrihen instnimehtthat demonstrates; ’ . / ■ i • ' 

common ownership, management, or control; ■ 

a franchise; of ' • '* ^ . 

the granting or extension of a license or other agreement that authorizes the affniate td use the other entity's brand name, 
tfadeffi'ark, service"mark, of other registered identification mark. 

-- ‘The "written instrurnents” referenced above may include a certificafe of formation, a franchise agreement, standards of 
affiilatloh, fa^aws, of a license, but do not include agreements related to a physician’s partlcipatloh in a physician group 
prSctice; such as a hospital group agreement. Staffing agreement,'mariagernent agreement, of collabofative pr^tlce V . 
ag're’emerit.. 




.•vi?;::: 


The term "Promote" means advaticing, furthering, advocating, or popularizirig elective abortion by, for exafhple: 
taking affirmative action to secure elective’abortion services for a HTW client (such as making an appointment, obtaining 
_cdnsent for the. elective abortion, arranging for tfansp‘ortatioh,'negotiating a reduction in an elective abortion provider fee, dr 
arrahgihg df "scheduling an elective abortion pfdcedufe); however, the term does hot include providing'upon the patient’s, 
request neutral, factual informatipnand nondirective counseling, including the naniel" address, telephone nurnber, and other 
relevant ihfqrm.ation about a provider; ' . . " 7 ■ 

furnishing of displaying to a HTW client informatidn that publicizes or advertises an elective abortion service of provider; 


. I 




.. - using, displaying, or operating under a brand name, trademark, service mark, or'registered identification thark of "ah 
•, 7 .:. ^ . • .. . qrganjzation that perfdfms or Pfonidtes elective abortidns. " 
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My name is_ 
an organizatk 



:he provider is 
)_I am 


of sound mind, capabie of making this certification, and I am perWiaily acquainied with the 
facts stated here, if i am representing an organizational provider, I am authorized to make this 
certification on the provider’s behalf. Throughout the remainder of this document, the word “I” 
will represent the individual provider that is completing this form or the organizational provider 
on whose behalf the form is being completed. If this form is being completed on behalf of an 
organizational provider, the word "I” is inclusive of the organization, owners, officers, 
employees, and volunteers, or any combination of these. 

I understand that, under Texas Human Resources Code, Section 32.024(c-1) and relating program 
rules in the Texas Administrative Code, I am not qualified to participate in HTW; or to bill the 
program for services if I perform or Promote Elective Abortions, or if I am an affiliate of an entity 
that performs or Promotes Elective Abortions. 

By checking the boxes under each statement below, I affirm that each of the following statements is 
true. I understand that my failure to mark each of the statements will be regarded as my 
representation that the statement is false; 

1 . I do not, nor do any of my organization’s subcontractors, perform or Promote Elective 
Abortions. 

'St I affirm that this statement is true and correct. 

2 . I am not, nor are any of my organization’s subcontractors, an Affiliate of an entity that 
performs or Promotes Elective Abortions. 

I affirm that this statement is true and correct. 

3. In offering or performing a HTW service, 1 do not, nor do any of my organization’s 
subcontractors, Promote Elective Abortions within the scope of HTW. I affirm that this 
statement is true and correct. 

4. In offering or performing a HTW service, I, as well as my organization’s subcontractors, 
maintain physical and financial separation between any HTW activities and any elective 
abortion-performing or abortion-promoting activity, In particular: 

a. All HTW services are physically separated from any elective abortion activities, no matter 
what entity is responsible for the activities; 

b. The governing board or other body that controls me, or any of my organization’s 
subcontractors, does not have any board members who are also members of the 
governing board of an entity that performs or Promotes Elective Abortions; 

c. None of the funds that I, or any my organization’s subcontractors, receive for performing 
HTW services are used to directly or indirectly support the performance or promotion of 
elective abortions by an affiliate, and my, and any of my organization’s subcontractors’, 
accounting records confirm this; 

d. I do not, nor do any of my organization’s subcontractors, display any signs or materials 
that Promote Elective Abortion at any locations or in any public electronic 
communications. 

’’Kf I affirm that this statement is true and correct. 

5 . I do not, nor do any of my organization’s subcontractors, use, display, or operate under a 
brand name, trademark, service mark, or registered identification mark of an organization 
that performs or Promotes Elective Abortions. 

'H I affirm that this statement is true and correct. 
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In addition, I understand and acknowledge that: 

• If I fail to complete and submit this certification, I will be disqualified from the HTW Program and 
the Texas Health and Human Services Commission (HHSC) or its designee (henceforth, 
'‘HHSC”) will deny any claims I submit for HTW services. 


• If, after I submit this signed certification, I, or any of my organization’s subcontractors, perform, 
agree to perform, or Promote Elective Abortions, or I, or any my organization’s subcontractors, 
become an Affiliate of, or agree to affiliate with, an entity that performs or Promotes Elective 
Abortions, I will notify HHSC at least 30 calendar days before I, or any of my organization’s 
subcontractors, perform or Promote an Elective Abortion or become an Affiliate with an entity 
that does so. If I fail to notify HHSC as required, I will be disqualified from the HTW Program and 
HHSC will deny any claims I submit for HTW services. 

• If, while participating in the HTW Program, I, or any of my organization’s subcontractors, perform 
or Promote an Elective Abortion, I will be disqualified from the HTW Program, including any 
HTW contracts, and HHSC will deny any claims I submit for HTW services. 

• If I submit this certification and agree to its terms, but HHSC determines that I am in fact 
ineligible to participate in the HTW Program, HHSC may place a payment hold on claims 
submitted by me or my organization for HTW services until HHSC can make a final 
determination regarding my eligibility. 


• If HHSC determines that I am ineligible to receive funds under the HTW Program: 

a) HHSC may recoup HTW funds paid on claims that I have incurred since the date the 
provider became ineligible; 

b) HHSC will deny all HTW claims that I have submitted since the date of ineligibility; and 

c) I will remain ineligible to participate in the HTW Program until I comply with Texas Human 
Resources Code Section 32.024(c-1) and relating program rules in the Texas 
Administrative Code. 

• If I knowingly make a false statement or misrepresentation on this certification, HHSC may 
consider me to have committed fraud or tampered with a government record under the laws of 
Texas, and I may be excluded from participation in the HTW Program. 


/ also understand that, to enable HHSC to verify my or my organization’s eligibility to 
participate in the HTW Program, i must compiete and return this certification form to 
HHSC as part of this appiication. 

If statements 1 - 5 are all marked “true,” indicate the effective dates of your certification as follows: 
(The effective date of the Certification spans from the date of form completion through the end of the 
. Certification year.) 
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.through 08/31/201 fi 


Effective Date of Certification_ 09/01/17 _ 

--I it to TMHP by the end of each 

oerlitotiof® termination of your HTO 

f 

O Terminate HTW certification 


Signature: 


Printed Name: 




.^Co/T^./-! O aI^O i 1 uU 

^ ^- 


Title; 


c-l- V'-Cc, pf C-i^ 1 


Date; 
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Attachment C - Contractor’s Revised 

Budget 
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FORM F: BUDGET SUMMARY (REQUIRED) 


Legal Name of Respondent: 


The Heidi Group FY2018 


Budget Categories 

Total Health Texas 

Women Budget 

(1) 

HHSC HTW 

Categorical Award 

(2) 

HTW 

Fee-For-Service 

(3) 

A 

Ftersonnel 

$1,063,004 

$1,063,004 


B. 

Fringe Benefits 

$159,451 

$159,451 


C. 

Travel 

$101,048 

$101,048 


D. 

Equipment 

$0 



E. 

Supplies 

$176,378 

$176,378 


F. 

Contractual 

$29,100,750 


$29,100,750 

G. 

Other 

$149,650 

$149,650 


H. 

Total Drect Costs 

$30,750,281 

$1,649,531 

^,100,750 

I. Indirect Costs 

$0 



J. 

Total (Sum of Hand I) 

$30,750,281 

$1,649,531 

$29,100,750 






*Assuming $575 average cost per 
patient in HTW 
Fee-For-Service 
program 


NOTE: The "Total Budget" amount for each Budget Category will have to be entered manually among columns 2 and 3. Enter amounts in whole 
dollars. After amounts have been entered for each funding source, verify that the "Distribution Total" below equals the respective amount under 



Budget 

Distribution 

Budget 

Budget 

Distribution 

Budget 


Catetory 

Total 

Total 

Category 

Total 

Total 

Check Totals For: 

Personnel 

$1,063,004 

$1,063,004 

Fringe Benefits 

$159,451 

$159,451 


T ravel 

$101,048 

$101,048 

Equipment 

$0 

$0 


Supplies 

$176,378 

$176,378 

Contractual 

$29,100,750 

$29,100,750 


Other 

$149,650 

$149,650 

Indirect Costs 

$0 

$0 






TOTAL FOR: 

1 Distribution Totals 

$30,750,281 Budget Total 

$30,750,281 


List any budget assumptions: 


Revised: 11/18/2009 
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FORM F-l: PERSONNEL Budget Category Detail Form 


Legal Name of Respondent: 


The Heidi Group FY2018 


PERSONNEL 

Vacant 

Y/N 

Justification 

FTBs 

Certification or 

License (Enter na if 
not required) 

Total Average 
Monthly 
SalaryAAfeige 

Number 

of 

Months 

SalaryAAihges 
Requested for 
Project 

Functional Title Code 

E = Existing or P = Proposed 

Medical Director, E 

N 

Medical direction for The Heidi Group 

1 

TX Medical Lie. 

$8,971.00 

9 

$80,739 

CEO/Director, E 

N 

The Heidi Group 

1 

NA 

$8,971.00 

9 

$80,739 

CFO, E 

N 

The Heidi Group 

1 

CPA 

$2,500.00 

7 

$17,500 

Outreach Director, E 

Y 

The Heidi Group 

1 

NA 

$5,383.00 

9 

$48,447 

Program Director/Quality Assurance E 

N 

The Heidi Group 

1 

NA 

$5,383.00 

9 

$48,447 

Accounting/Bookkeeper, E 

N 

The Heidi Group (part-time) 

1 

NA 

$2,200.00 

6 

$13,200 

Billing Specialist HTW, E 

N 

The Heidi Group 

1 

NA 

$3,230.00 

12 

$38,760 

Administrative Assistants, E 1, P 1 

Y 

The Heidi Group 

2 

NA 

$2,691.00 

6 

$32,292 








$0 








$0 








$0 








$0 








$0 

TOTAL FROM PERSONNEL SUPPLEMENTAL BUDGET SHEETS 

$702,880 






SalaryWbge Total 

$1,063,004 

FRINGE BENEFITS 

Itemize the elements of fringe benefits in the space below: 





Fringe Benefit Rate % 


15.00% 


Fringe Benefits Total 


$159,451 


Revised: 7/6/2009 
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FORM F-2: TRAVEL Budget Category Detail Form 


Legal Name of Respondent: 


The Heidi Group FY2018 


Conference / Workshop Travel Costs 


Pescription of 

ConferenceA/\/brkshop 

Justification 

Location 

City/State 

Number of: 

Travel Costs 

Days/Employees 

State trainings and workshops 

Two staffers per dinic, from 23 sutxrrtractors, to attend 
state trainings twice per year (family planning, dinical 
conference, new contractors, etc., based on desires of 
individual dinics); assume driving except McAllen and 

Amarillo staff 

Austin, TX 

3 days 46 

employees 

Mleage 

$43,016 

Airfare 

$1,920 

Meals 

$4,470 

Lodging 

$17,880 

Other Costs 


Total 

$67,286 

Ste inspections and staff development training 

sessions 

Ste visits by THGAAAAAO staff to each of 23 subcontractor 
sites, five times each during 12-month grant cyde 

Various 

dties 

throughout 

Texas 

2 employees 

Mleage 

$15,024 

Airfare 

$9,600 

Meals 

$1,554 

Lodging 

$2,224 

Other Costs 


Total 

$28,402 

LARC training for providers (Texas) 



3 days 4 

providers 

Mleage 

$1,080 

Airfare 

$600 

Meals 

$932 

Lodging 

$1,668 

Other Costs 


Total 

$4,280 





Mleage 


Airfare 


Meals 


Lodging 


Other Costs 


Total 

$0 



TOTAL FROM TRAVEL SUPPLEMENTAL CONFERENCE/WORKSHOP BUDGET SHEETS 


$0 


Revised: 7/6/2009 
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Total for Conference / Workshop Travel | $99,968| 


Other / Local Travel Costs | 

Justification 

Number of 

n/iies 

Mieage Reimbursement Rate 

n/ilecige 

Cost 

(a) 

other Costs 

(b) 

Totai 

(a) + (b) 

Local travel for staff of 23 subcontractor clinic sites to 
attend health fairs and community events within their 
service area, average of 100 miles per clinic over 12- 
month grant cycle 

2000 

$0,540 

$1,080 


$1,080 




$0 


$0 




$0 


$0 




$0 


$0 




$0 


$0 




$0 


$0 




$0 


$0 

TOTAL FROM TRAVEL SUPPLEMENTAL OTHER/LOCAL TRAVEL COSTS BUDGET SHEETS 

$0 


other / Local Travel Costs: 




Total for Other / Local Travel 

$1,080 1 






$1,080 

Conference / Vlfortehop Travel Costs: 

$99,968 

Total Travel Costs: 

$101,048 


Revised: 7/6/2009 
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Indicate Policy Used: 


Respondent's Travel Policy 


State of Texas Travel Policy 


Revised: 7/6/2009 
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FORM F-3: EQUIPMENT AND CONTROLLED ASSETS Budget Category 


Legal Name of Respondent: 


Detail Form 

The Heidi Group FY2018 


Itemize, describe, and justify below. Equipment is tangible nonexpendable personal property costing $5,000 or more and a useful life 
of more than one year. Approved equipment must be purchased within 90 days of contract start date. 


[Description of Item 

Purpose & Justification 

Number of 

Units 

Cost Per Unit 

Toted 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 

TOTAL FROM EQUIPMENT SUPPLEMENTAL BUDGET SHEETS 

$0 


Total Amount Requested for Equipment: 


$0 


Revised: 7/6/2009 
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FORM F-4: SUPPLIES Budget Category Detail Form 


Legal Name of Respondent: 


The Heidi Group FY2018 


Itemize and describe each supply item and provide an estimated quantity and cost if applicable. Provide a justification for each 
supply item. Costs may be categorized by each general type - office, computer, medical, educational, etc. Supplies can be 
consumable - paper, drugs, etc., OR controlled assets costing $500 or more but less than $5,000 - computers, printers, phones, 
medical and lab equipment, etc. 


Description of Item 

[If applicable, provide estimated quantity and cost (i.e. # of boxes & cost/box)] 

Purpose & Justification 

Total Cost 

Desktop computers (1) 

The Heidi Group 

$500 

Modular Office Furniture (1) 

The Heidi Group 

$1,570 

Desk chairs (3) 

The Heidi Group 

$750 

Medical office supplies, no single item more than 
$499 

For subcontractor clinic operations 

$50,000 

Consumable office supplies, no single item more 
than $499 

For subcontractor clinic operations 

$10,000 

Pharmaceutical supplies/medications for treating 
STDs, lUDs and other contraceptives, no single item 
more than $499 

For use at subcontractor clinics 

$113,558 




























TOTAL FROM SUPPLIES SUPPLEMENTAL BUDGET SHEETS 

$0 


Total Amount Requested for Supplies: 


$176,378 


Revised: 7/6/2009 
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FORM F-5: CONTRACTUAL Budget Category Detail Form 


Legal Name of Respondent: 


The Heidi Group FY2018 


List contracts for medical services related to the scope of work that is to be provided by a third party, if a third party is not yet 
identified, describe the service to be contracted and show contractors as “To Be Named.” Justification for any contract that delegates 


$100,000 or more of the sco 


pe of the project in the respondent’s funding request, must be attached behind this form. 


CONTRACTOR NAIVE 

(Agency or Individual) 

DESCRIPTION OF SERVICES 

(Scope of Wbrk) 

Justification 

IVETHODOF 

PAYiVENT 

(i.e., Monthiy, 
hlourly. Unit, Lump 
Sum) 

# of Months, 

Hours, Units, 

etc. 

RATE OF 

PAYiVENT (i.e., 

hourly rate, unit 
rate, Imp sum 
amount) 

TOTAL 

HTW 

Fee- For- Service 

Women's Health Exams, Family 
Planning Services 

Units 

50610 

$575.00 

$29,100,750 







$0 







$0 







$0 







$0 







$0 







$0 







$0 







$0 

TOTAL FROM CONTRACTUAL SUPPLEMENTAL BUDGET SHEETS 

$0 


Total Amount Requested for CONTRACTUAL: 


$29,100,750] 


Revised: 7/6/2009 
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FORM F-6: OTHER Budget Category Detail Form 


Legal Name of Respondent: 


The Heidi Group FY2018 


Description of Item 

[If applicable, indude quantify and cost/quantity (i.e. # cf units & cost per unit)] 

Purpose & Justification 

Total Cost 

Policy and Procedures manuals for employees at every 
subcontractor clinic site, 100 at $11.50 each 

Provided by THG to all clinics 

$11,050 

Labels with individual clinic contact information, $15.65 
for 1,000, 5,000 per clinic, 23 clinics 

For community education and program promotion 

$1,800 

Filming of television commercials/public service 
announcements 

For community education and program promotion 

$4,701 

Recording of radio ads 

For community education and program promotion 

$1,500 

Internet advertising, including Google keyword 
searches at $0.49 per search 

For community education and program promotion 

$14,700 

Website construction and hosting for THG/WWC 

For clinics that do not already have web presence 

$2,000 

Additional local advertising opportunities, including 
booth rentals at health fairs, average of $250 per clinic 
for 23 clinics 

Determined by each clinic 

$5,750 

Social media assistance, $75 per month for 12-month 
contract cycle 

For community education and program promotion 

$700 

Coupon books and newspaper ads, $300 per clinic for 
23 clinics 

For community education and program promotion 

$6,900 

Printing of client satsifaction surveys cards, 3,500 per 
clinic, 23 clinics, $0.02 each 

For quality assurance control 

$1,610 

Outside External audit of THG 


$20,000 

Rent 

The Heidi Group office space 

$58,800 


800# and Telephone 

Direct connect to clinics 

$9,639 

Directors & Officers General & Liability Insurance 

For THG 

$4,500 

Donna Garcia Davidson 

Writing subcontracts and general legal services 

$6,000 




TOTAL FROM OTHER SUPPLEMENTAL BUDGET SHEETS 

$0 


Total Amount Requested for Other: 


$149,650 


Revised: 7/6/2009 
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FORM F - 7 Indirect Costs 


Legal Name of Respondent: 

Total amount of Indirect costs allocable to the project: 


The Heidi Group FY2018 


Amount: 


Indirect costs are based on (mark the statement that is applicable): 

The respondent’s most recent Indirect cost rate approved by a federal cognizant RATE: 

agency or state single audit coordinating agency. Expired rate agreements are not BASE: 

acceptable. /Utach a copy of the rate agreement to this form (Form i - 7 indirect) 


Applies only to governmental entities. The respondent’s current central service cost RATE 

rate or indirect post rate based on a rate proposal prepared in aooordance with OlVB TYPE 

QrcularA-87. /ttteich a copy of Certification of Cost Allocation Plan or BASE 

Certification of Indirect Costs. 

Note: Governmental units with only a Central Service Cost Rate must also include the 
indirect cost of the governmental units department (i.e. Health Department). In this 
case indirect costs will be comprised of central service costs (determined by applying 
the rate) and the indirect costs of the governmental department. The allocation of 
indirect costs must be addressed in Part V - Indirect Cost Allocation of the Cost 
Allocation Ran that is submitted to DSHS. 


A cost allocation plan. A oost allocation plan as specified in the DSHS Contractor’s 
Rnandal Procedures Manual (CFPM), Appendix A must be submitted to DSHS within 
60 days of the contract start date. The CFPM is available on the following internet web 
link: http://\/wwv.dshs.state.tx.us/contracts/ 


GO TO PAGE 2 (below) 
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Page 2 , FORM F - 7 Indirect Costs 

If using an central service or indirect cost rate, identify the types of costs that are included (being allocated) in the rate: 


Organizations that do not use an indirect cost rate and qovernmentai entities with oniy a centrai service rate must identify the types of costs that wiii be 
aiiocated as indirect costs and the methodoiogy used to aiiocate these costs in the space provided beiow. The costs/methodoiogy must aiso be disciosed in 
Part V-Indirect Cost Aiiocation of the Cost Aiiocation Pian that is submitted to DSHS. Identify the types of costs that are being allocated as indirect costs, 
the allocation methodology, and the allocation base: 


Revised: 7/6/2009 
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FORM F-1: PERSONNEL Budget Category Detail Form (Supplemental) 


Legal Name of Respondent: 


The Heidi Group FY2018 


PERSONNEL 

Vacant 

Y/N 

Justification 

FTBs 

Certification or 

License (Enter na if 
not required) 

Total Average 
Monthly 
SalaryAAfeige 

Number 

of 

Months 

SalaryAAihges 
Requested for 
Project 

Functional Title Code 

E = Existing or P = Proposed 

Midlevel Providers, E 

N 

Various subcontractor clinics 

23 

PA, NP 

$1,750.00 

8 

$322,000 

Additional Medical Personnel, E 

Y 

Various subcontractor clinics 

23 

MA 

$2,070.00 

8 

$380,880 








$0 








$0 








$0 








$0 








$0 








$0 








$0 








$0 








$0 








$0 








$0 








$0 


SalaryWhge Total 

$702,880 


Revised: 7/6/2009 
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FORM F: BUDGET SUMMARY (REQUIRED) 


Legal Name of Respondent: 


The Heidi Group FY2019 


Budget Categories 

Total Health Texas 

Women Budget 

(1) 

HHSC HTW 

Categorical Award 

(2) 

HTW 

Fee-For-Service 

(3) 

A 

Ftersonnel 

$1,063,004 

$1,063,004 


B. 

Fringe Benefits 

$159,451 

$159,451 


C. 

Travel 

$101,048 

$101,048 


D. 

Equipment 

$0 



E. 

Supplies 

$176,378 

$176,378 


F. 

Contractual 

$29,100,750 


$29,100,750 

G. 

Other 

$149,650 

$149,650 


H. 

Total Drect Costs 

$30,750,281 

$1,649,531 

^,100,750 

I. Indirect Costs 

$0 



J. 

Total (Sum of Hand I) 

$30,750,281 

$1,649,531 

$29,100,750 






*Assuming $575 average cost per 
patient in HTW 
Fee-For-Service 
program 


NOTE: The "Total Budget" amount for each Budget Category will have to be entered manually among columns 2 and 3. Enter amounts in whole 
dollars. After amounts have been entered for each funding source, verify that the "Distribution Total" below equals the respective amount under 



Budget 

Distribution 

Budget 

Budget 

Distribution 

Budget 


Catetory 

Total 

Total 

Category 

Total 

Total 

Check Totals For: 

Personnel 

$1,063,004 

$1,063,004 

Fringe Benefits 

$159,451 

$159,451 


T ravel 

$101,048 

$101,048 

Equipment 

$0 

$0 


Supplies 

$176,378 

$176,378 

Contractual 

$29,100,750 

$29,100,750 


Other 

$149,650 

$149,650 

Indirect Costs 

$0 

$0 






TOTAL FOR: 

1 Distribution Totals 

$30,750,281 Budget Total 

$30,750,281 


List any budget assumptions: 


Revised: 11/18/2009 
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FORM F-l: PERSONNEL Budget Category Detail Form 


Legal Name of Respondent: 


The Heidi Group FY2019 


PERSONNEL 

Vacant 

Y/N 

Justification 

FTBs 

Certification or 

License (Enter na if 
not required) 

Total Average 
Monthly 
SalaryAAfeige 

Number 

of 

Months 

SalaryAAihges 
Requested for 
Project 

Functional Title Code 

E = Existing or P = Proposed 

Medical Director, E 

N 

Medical direction for The Heidi Group 

1 

TX Medical Lie. 

$8,971.00 

9 

$80,739 

CEO/Director, E 

N 

The Heidi Group 

1 

NA 

$8,971.00 

9 

$80,739 

CFO, E 

N 

The Heidi Group 

1 

CPA 

$2,500.00 

7 

$17,500 

Outreach Director, E 

Y 

The Heidi Group 

1 

NA 

$5,383.00 

9 

$48,447 

Program Director/Quality Assurance E 

N 

The Heidi Group 

1 

NA 

$5,383.00 

9 

$48,447 

Accounting/Bookkeeper, E 

N 

The Heidi Group (part-time) 

1 

NA 

$2,200.00 

6 

$13,200 

Billing Specialist HTW, E 

N 

The Heidi Group 

1 

NA 

$3,230.00 

12 

$38,760 

Administrative Assistants, E 1, P 1 

Y 

The Heidi Group 

2 

NA 

$2,691.00 

6 

$32,292 








$0 








$0 








$0 








$0 








$0 

TOTAL FROM PERSONNEL SUPPLEMENTAL BUDGET SHEETS 

$702,880 






SalaryWbge Total 

$1,063,004 

FRINGE BENEFITS 

Itemize the elements of fringe benefits in the space below: 





Fringe Benefit Rate % 


15.00% 


Fringe Benefits Total 


$159,451 


Revised: 7/6/2009 
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FORM F-2: TRAVEL Budget Category Detail Form 


Legal Name of Respondent: 


The Heidi Group FY2019 


Conference / Workshop Travel Costs 


Pescription of 

ConferenceA/\/brkshop 

Justification 

Location 

City/State 

Number of: 

Travel Costs 

Days/Employees 

State trainings and vvorkstxjps 

Tvvo staffers per dinic, from 23 sutxrrtractors, to attend 
state trainings twice per year (family planning, dinical 
oonference, new oontractors, etc., based on desires of 
individual dinics); assume driving except McAllen and 

Amarillo staff 

Austin, TX 

3 days 46 

errployees 

Mleage 

$43,016 

Airfare 

$1,920 

Meals 

$4,470 

Lodging 

$17,880 

Other Costs 


Total 

$67,286 

Ste inspections and staff development training 

sessions 

Ste visits by THGAAAAAO staff to each of 23 suboontractor 
sites, five times each during 12-month grant cyde 

Various 

dties 

throughout 

Texas 

2errployees 

Mleage 

$15,024 

Airfare 

$9,600 

Meals 

$1,554 

Lodging 

$2,224 

Other Costs 


Total 

$28,402 

LARC training for providers (Texas) 



3 days 4 

providers 

Mleage 

$1,080 

Airfare 

$600 

Meals 

$932 

Lodging 

$1,668 

Other Costs 


Total 

$4,280 





Mleage 


Airfare 


Meals 


Lodging 


Other Costs 


Total 

$0 



TOTAL FROM TRAVEL SUPPLEMENTAL CONFERENCE/WORKSHOP BUDGET SHEETS 


$0 


Revised: 7/6/2009 
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Total for Conference / Workshop Travel | $99,968| 


Other / Local Travel Costs | 

Justification 

Number of 

n/iies 

Mieage Reimbursement Rate 

n/ilecige 

Cost 

(a) 

other Costs 

(b) 

Totai 

(a) + (b) 

Local travel for staff of 23 subcontractor clinic sites to 
attend health fairs and community events within their 
service area, average of 100 miles per clinic over 12- 
month grant cycle 

2000 

$0,540 

$1,080 


$1,080 




$0 


$0 




$0 


$0 




$0 


$0 




$0 


$0 




$0 


$0 




$0 


$0 

TOTAL FROM TRAVEL SUPPLEMENTAL OTHER/LOCAL TRAVEL COSTS BUDGET SHEETS 

$0 


other / Local Travel Costs: 




Total for Other / Local Travel 

$1,080 1 






$1,080 

Conference / Vlfortehop Travel Costs: 

$99,968 

Total Travel Costs: 

$101,048 


Revised: 7/6/2009 
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Indicate Policy Used: 


Respondent's Travel Policy 


State of Texas Travel Policy 


Revised: 7/6/2009 
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FORM F-3: EQUIPMENT AND CONTROLLED ASSETS Budget Category 


Legal Name of Respondent: 


Detail Form 

The Heidi Group FY2019 


Itemize, describe, and justify below. Equipment is tangible nonexpendable personal property costing $5,000 or more and a useful life 
of more than one year. Approved equipment must be purchased within 90 days of contract start date. 


[Description of Item 

Purpose & Justification 

Number of 

Units 

Cost Per Unit 

Toted 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 





$0 

TOTAL FROM EQUIPMENT SUPPLEMENTAL BUDGET SHEETS 

$0 


Total Amount Requested for Equipment: 


$0 


Revised: 7/6/2009 
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FORM F-4: SUPPLIES Budget Category Detail Form 


Legal Name of Respondent: 


The Heidi Group FY2019 


Itemize and describe each supply item and provide an estimated quantity and cost if applicable. Provide a justification for each 
supply item. Costs may be categorized by each general type - office, computer, medical, educational, etc. Supplies can be 
consumable - paper, drugs, etc., OR controlled assets costing $500 or more but less than $5,000 - computers, printers, phones, 
medical and lab equipment, etc. 


Description of Item 

[If applicable, provide estimated quantity and cost (i.e. # of boxes & cost/box)] 

Purpose & Justification 

Total Cost 

Desktop computers (1) 

The Heidi Group 

$500 

Modular Office Furniture (1) 

The Heidi Group 

$1,570 

Desk chairs (3) 

The Heidi Group 

$750 

Medical office supplies, no single item more than 
$499 

For subcontractor clinic operations 

$50,000 

Consumable office supplies, no single item more 
than $499 

For subcontractor clinic operations 

$10,000 

Pharmaceutical supplies/medications for treating 
STDs, lUDs and other contraceptives, no single item 
more than $499 

For use at subcontractor clinics 

$113,558 




























TOTAL FROM SUPPLIES SUPPLEMENTAL BUDGET SHEETS 

$0 


Total Amount Requested for Supplies: 


$176,378 


Revised: 7/6/2009 
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FORM F-5: CONTRACTUAL Budget Category Detail Form 


Legal Name of Respondent: 


The Heidi Group FY2019 


List contracts for medical services related to the scope of work that is to be provided by a third party, if a third party is not yet 
identified, describe the service to be contracted and show contractors as “To Be Named.” Justification for any contract that delegates 


$100,000 or more of the sco 


pe of the project in the respondent’s funding request, must be attached behind this form. 


CONTRACTOR NAIVE 

(Agency or Individual) 

DESCRIPTION OF SERVICES 

(Scope of Wbrk) 

Justification 

IVETHODOF 

PAYiVENT 

(i.e., Monthiy, 
hlourly. Unit, Lump 
Sum) 

# of Months, 

Hours, Units, 

etc. 

RATE OF 

PAYiVENT (i.e., 

hourly rate, unit 
rate, Imp sum 
amount) 

TOTAL 

HTW 

Fee- For- Service 

Women's Health Exams, Family 
Planning Services 

Units 

50610 

$575.00 

$29,100,750 







$0 







$0 







$0 







$0 







$0 







$0 







$0 







$0 

TOTAL FROM CONTRACTUAL SUPPLEMENTAL BUDGET SHEETS 

$0 


Total Amount Requested for CONTRACTUAL: 


$29,100,750] 


Revised: 7/6/2009 
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FORM F-6: OTHER Budget Category Detail Form 


Legal Name of Respondent: 


The Heidi Group FY2019 


Description of Item 

[If applicable, indude quantify and cost/quantity (i.e. # cf units & cost per unit)] 

Purpose & Justification 

Total Cost 

Policy and Procedures manuals for employees at every 
subcontractor clinic site, 100 at $11.50 each 

Provided by THG to all clinics 

$11,050 

Labels with individual clinic contact information, $15.65 
for 1,000, 5,000 per clinic, 23 clinics 

For community education and program promotion 

$1,800 

Filming of television commercials/public service 
announcements 

For community education and program promotion 

$4,701 

Recording of radio ads 

For community education and program promotion 

$1,500 

Internet advertising, including Google keyword 
searches at $0.49 per search 

For community education and program promotion 

$14,700 

Website construction and hosting for THG/WWC 

For clinics that do not already have web presence 

$2,000 

Additional local advertising opportunities, including 
booth rentals at health fairs, average of $250 per clinic 
for 23 clinics 

Determined by each clinic 

$5,750 

Social media assistance, $75 per month for 12-month 
contract cycle 

For community education and program promotion 

$700 

Coupon books and newspaper ads, $300 per clinic for 
23 clinics 

For community education and program promotion 

$6,900 

Printing of client satsifaction surveys cards, 3,500 per 
clinic, 23 clinics, $0.02 each 

For quality assurance control 

$1,610 

Outside External audit of THG 


$20,000 

Rent 

The Heidi Group office space 

$58,800 


800# and Telephone 

Direct connect to clinics 

$9,639 

Directors & Officers General & Liability Insurance 

For THG 

$4,500 

Donna Garcia Davidson 

Writing subcontracts and general legal services 

$6,000 




TOTAL FROM OTHER SUPPLEMENTAL BUDGET SHEETS 

$0 


Total Amount Requested for Other: 


$149,650 


Revised: 7/6/2009 
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FORM F - 7 Indirect Costs 


Legal Name of Respondent: 

Total amount of Indirect costs allocable to the project: 


The Heidi Group FY2019 


Amount: 


Indirect costs are based on (mark the statement that is applicable): 

The respondent’s most recent Indirect cost rate approved by a federal cognizant RATE: 

agency or state single audit coordinating agency. Expired rate agreements are not BASE: 

acceptable. /Utach a copy of the rate agreement to this form (Form i - 7 indirect) 


Applies only to governmental entities. The respondent’s current central service cost RATE 

rate or indirect post rate based on a rate proposal prepared in aooordance with OlVB TYPE 

QrcularA-87. /ttteich a copy of Certification of Cost Allocation Plan or BASE 

Certification of Indirect Costs. 

Note: Governmental units with only a Central Service Cost Rate must also include the 
indirect cost of the governmental units department (i.e. Health Department). In this 
case indirect costs will be comprised of central service costs (determined by applying 
the rate) and the indirect costs of the governmental department. The allocation of 
indirect costs must be addressed in Part V - Indirect Cost Allocation of the Cost 
Allocation Ran that is submitted to DSHS. 


A cost allocation plan. A oost allocation plan as specified in the DSHS Contractor’s 
Rnandal Procedures Manual (CFPM), Appendix A must be submitted to DSHS within 
60 days of the contract start date. The CFPM is available on the following internet web 
link: http://\/wwv.dshs.state.tx.us/contracts/ 


GO TO PAGE 2 (below) 
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Page 2 , FORM F - 7 Indirect Costs 

If using an central service or indirect cost rate, identify the types of costs that are included (being allocated) in the rate: 


Organizations that do not use an indirect cost rate and qovernmentai entities with oniy a centrai service rate must identify the types of costs that wiii be 
aiiocated as indirect costs and the methodoiogy used to aiiocate these costs in the space provided beiow. The costs/methodoiogy must aiso be disciosed in 
Part V-Indirect Cost Aiiocation of the Cost Aiiocation Pian that is submitted to DSHS. Identify the types of costs that are being allocated as indirect costs, 
the allocation methodology, and the allocation base: 


Revised: 7/6/2009 
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FORM F-1: PERSONNEL Budget Category Detail Form (Supplemental) 


Legal Name of Respondent: 


The Heidi Group FY2019 


PERSONNEL 

Vacant 

Y/N 

Justification 

FTBs 

Certification or 

License (Enter na if 
not required) 

Total Average 
Monthly 
SalaryAAfeige 

Number 

of 

Months 

SalaryAAihges 
Requested for 
Project 

Functional Title Code 

E = Existing or P = Proposed 

Midlevel Providers, E 

N 

Various subcontractor clinics 

23 

PA, NP 

$1,750.00 

8 

$322,000 

Additional Medical Personnel, E 

Y 

Various subcontractor clinics 

23 

MA 

$2,070.00 

8 

$380,880 








$0 








$0 








$0 








$0 








$0 








$0 








$0 








$0 








$0 








$0 








$0 








$0 


SalaryWhge Total 

$702,880 


Revised: 7/6/2009 
































